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THE TECHNIC OF URETHRAL 
DILATATIONS. 
By Ferp. C. VALENTINE, M.D., 
and Terry M. Townsenp, M.D. 


NEW YORK. 


This paper wiil not embrace the theories that un- 
derlie urethral dilatations in thetreatment of chronic 
urethritis, nor will it touch upon the polemics that 
have arisen in regard thereto. Pathological consid- 
erations, equally, will be omitted. All these have 
been fully treated in Oberlaender and Kollmann’s 
recent master-work,* and outlined in a small book 
by the senior writer hereof.¢ Since publication of 
the latter there has developed a number of minor 
improvements in urethral dilatations. These will 
be embodied in the present effort. 

The simplest dilator (Oberlaen- 

CaRE OF THE der’s short two-bladed dilator for 

INSTRUMENTS the pendulous portion), has six 

hinge-joints and one sliding-joint, 

besides a propelling screw and a screw for the dial 

hand. These, if exposed to moisture, would soon 

rust. Moreover, dust can readily penetrate the 

joints. The indication for the care of this and 

other more complicated dilators is therefore obvious. 
They must be kept in a dry, dust-proof place. 

A sightly, convenient and safe instrument-closet 
that fills the above requirements, is readily made by 
ebonizing book-cases of the unit-system type of anv 
reliable make. The wood, by this finish. acquires a 
very black, hard surface, on which dust or other 
stains are easily discernible and from which they 
are quickly removable. Such cases fitted with two 
or more glass shelves offer accommodation for the 
instruments in a manner that makes them easy of 
access and replacement. These book-case units come 


, * Oberlaender and Kollmann: Die chronische Gonorrhoe der mann- 
lichen Harnréhre. Thieme, Leipzig, 1905. 
} The Irrigation Treatment of Gonorrhea; its Local Complications 


and Sequele. Wm. Wood & Company, New York. 


in various depths from front to back. About twelve 
inches is the proper depth for convenience. When 
once the builders of metal instrument closets adopt 
the form of these book-cases, they will naturally and 
quite properly supersede the wooden ones here rec- 
ommended. 

No dilator should be put into its place on the 
shelf otherwise than opened to the fullest extent it 
will register. This gives opportunity for the evapo- 
ration of such minute quantities of atmospheric 
moisture as may have condensed within its joints or 
upon its blades. In our often very humid climate 
special care is to be taken in this regard. It goes 
without saying that these instruments should be 
cleansed of any material that may adhere to them 
from previous use; special reference is here had 
to talcum, used in dressing the dilator as will be 
described later on. 

For convenience of presentation, the steps of ure- 
thral dilatation will be recited in the order in which 
they are performed. 

After the history since the 
last visit has been recorded; 
the discharge, if any, from 
the meatus examined; the 
urines at least macroscopically viewed ; and urethro- 
scopy performed, the practitioner is prepared to 
select the instrument with which he will, on the 
occasion of that visit, perform urethral dilatation. 

Oberlaender, Kollmann, Wossidlo, Frank, Lewin, 
Bierhoff, Nogués, Luys and others, place the patient 
in the sitting posture for at least anterior dilatations. 
We used the same position until some ten years ago, 
when a patient whose urethra had been dilated sev- 
eral times without the slightest disturbance, fainted 
after the instrument had rested in situ about three 
minutes. Fortunately, he was caught before he 
could fall forward upon the floor, and consequently 
he sustained no injury. Since then, however, we 
have never performed even an anterior dilatation 
with the patient in any other than the recumbent 
posture. 

The operating table upon which the patient is 
placed is largely a matter of personal choice. We 


I. Tue Patient's 
PosITION 
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use two Allison tables and one of the Kny-Scheerer 
pattern. The latter being about four inches higher 
than the former is perhaps somewhat more con- 
venient for physicians over five feet ten inches tall. 

A number of patients soon express a decided pre- 
ference for one or another of the above-mentioned 
tables. This probably is due to their having become 
accustomed to it. As some are insistent in this re- 
gard, it is well to indulge their choice, since no 
harm whatever can result therefrom. 

The table is prepared by placing a clean towel on 
the space to be occupied by the patient's buttocks, 
and another on the pillow on which his head is to 
rest. The patient then is requested to drop his 
trousers and drawers midway to his knees, and to 
sit upon the anterior edge of the middle portion of 
the table. As the foot-board is raised the patient 
lies down, his head, not his shoulders, supported by 
the pillow. His front shirt-flap and undershirt are 
then doubled upward, in such a manner that the 
front surface of the shirt-flap rests smoothly upon 
the abdomen. The thighs are slightly separated. A 
towel is placed upon the exposed abdomen and 
pubis; another over the thighs, near the testicles. 

A pus-basin is placed beneath 
II. Awnrisepsis. the penis, which is then cleansed 
with a succession of tampons 
soaked in mercuric bichlorid 1 to 1,000, in the fol- 
lowing order, using a fresh tampon for each part: 
the external surface of the prepuce, as it is drawn 
back; its internal quasi-mucous surface; the glans; 
the coronary sulcus; the frenum and the sulci at 
each side thereof; the lips of the meatus and the 
meatus itself as far as it can be reached by making it 
gape. 

Then the anterior urethra is washed with warm 
mercuric oxycyanid, 1 to 5,000. This is most con- 
veniently done by means of the auto-irrigator.* 

A layer of cotton soaked in mercuric bichlorid, 1 
to 1,000, is then made to cover the glans. 

The operator then proceeds to thoroughly sterilize 
his hands as for any surgical procedure, and pre- 
pares the dilator he intends to use. 

After taking a dilator 

III. PREPARATION OF from its place in the closet, 
THE INSTRUMENT no matter how carefully it 
FOR DILATATION has been put away, it 
should be thoroughly in- 

spected. Special attention must be directed to its 
joints, lest small particles of talcum lodged therein 
at the last use have escaped prior observation. If 
any be found, they should be removed by vigorous 


* Surgical Asepsis of the Urethra and Bladder, Journal of the 
American Medical Association, January 12, 1901. 


application of a jeweler’s brush. If the brush prove 
inadequate, the substance may be cautiously raised 
from its lodgment with a soft toothpick. No pin or 
other metallic instrument should be used, lest the 
minute injuries that may be inflicted upon the nickel- 
ing, prove the starting point for oxidation and fur- 
ther damage. 

Should the above precaution be omitted and some 
packed talcum left in one or more of the joints, 
the new talcum about to be added is likely to be 
packed upon the residuum; it may there form a 
minute fulcrum, over which the small levers of the 
instrument may be broken. Such an accident once 
occurred early in the writers’ experience; fortu- 
nately the rubber cover of the dilator remained 
intact, saving the urethra from injury. 


Fig. 1. Oberlaender short two-bladed dilator for the pendulous 
portion. 


After inspecting the instrument to be sure that 
nothing is adherent to its surface, or within its 
joints, it will be well to pass it rapidly through an 
alcohol or Bunsen flame, to remove any possible 
imperceptible atmospheric moisture that may have 
condensed thereon. Then, holding the dial in the 
left hand, the right hand fingers turn the screw to 
the left, closing the blades. 

If any sound or sense of friction is produced by 
closing the dilator, it is due to the central screw or 
one or another joint having become impacted with 
talcum or injured by rust. In the former event, the 
talcum must be removed. But if rust is the cause 
of the roughness, the instrument is unfit for use 
without renickeling. 

This is a simple rub- 
IV. Tue Dirator Cover ber cover, made of the 
"various calibres and 
lengths that will fit the Oberlaender anterior and 
antero-posterior dilators and the Kollmann anterior 
and antero-posterior instruments. The covers of 
European make have a ribbed surface, which offers 
a decided, though perhaps very slight, impediment 
to sterilization. Moreover, the ribbing makes the 
cover of unequal resistance, in consequence of which 
a number of perfectly new covers readily break. A 
further objection to the use of European covers lies 
in the high duty charged for importation. 

The foregoing objections principally, caused the 
senior writer hereof to suggest to the Miller Rubber 
Company, of Akron, Ohio, the production of dilator 
covers of a very smooth surface with their points 
reinforced by thicker rubber. These covers have 
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none of the objections made above to those of Euro- 
pean manufacture. 
The use of the covers will be detailed in the next 
division of our subject. 
If the dilator closes firmly and 
V. CLOTHING opens readily in response to the 
THE DILATOR — screw-head, it is fit to be clothed 
for use. To this end, the instru- 
ment is taken by the right thumb, index and middle 
finger’, the dial slightly beyond the root of the index 
finger and held facing the operator. In this posi- 
tion, the largest possible quantity of finely pulverized 
talcum can be dipped by the point from the vessel in 
which the powder is kept. A six-inch Petri dish is 
quite convenient as a container for the talcum. 


Fig. 2. Clothing a dilator. 


While the dilator, with the talcum on its point, is 
held as above described, a properly sterilized rubber 
dilator cover is taken by its open extremity with the 
fingers of the left hand and slipped upon the dila- 
tor’s point until all the talcum thereon is covered 
(Fig. 2). Then, the instrument, being still held 
immovable as before, the left fingers twist the rubber 
cover onto the dilator. Attempts to draw the cover 
upon the dilator without the rotary motion will re- 
sult in an uneven distribution of the talcum. The 
application of the cover will then become difficult, 
and may result in its rupture. . 

When the blades and shaft of the dilator are en- 
tirely within the rubber cover, it is made fast by 
passing the band at its open mouth beyond the bulb 
or widening at the base of the dilator’s dial. 

After the instrument is 

VI. TestiING THE clothed, it is well to forcibly 
Ditator CovER turn its screw-head to the 
right, until the blades are 

extended to their uttermost. If, under such violence 
the cover bursts or the dilator breaks, there is no 


cause for regret, for it is better that such an acci- 
dent occur before the instrument is inserted into 
the urethra, if it occur at all. A cover that will 
not rupture when so vigorously expanded and an 
instrument that will not break, will with certainty 
remain intact under the very gentle dilatation that is 
performed within the urethra. 
It is manifest that inas- 
VII. Srertizinc THE much as no part of the 
DiLator CovER dilator is ever brought 
into contact with any- 
thing infectious, it requires no sterilization. The 
covers, however, are inserted into or passed through 
the anterior urethra which, even in the normal state, 
harbors innumerable bacteria, some of which may 
under provocation become pathogenic. It is of 
transcendental importance, therefore, that the rub- 
ber covers of the dilators carry no infection to the 
canal that is so extraordinarily susceptible to mi- 
crobic invasion. 

Fortunately, sterilization of a dilator cover offers 
no difficulties. Immediately after use, it may be 
slipped from the closed dilator by means of a dry 
towel or a piece of gauze. It is then scrubbed with 
antiseptic green soap and hot water. Next it is 
boiled for three minutes and then dried in a sterile 
towel or piece of gauze. After drying it is placed in 
a Schering sterilizer and left exposed for eight 
hours to formalin fumes. After removal from the 
sterilizer it is kept wrapped in a sterile towel until 
its next use. 

In a large genito-urinary practice the immediate 
scrubbing of each dilator cover is not feasible, even 
though the practitioner is fortunate enough to have 
a large staff of conscientious assistants. The object 
in view is then attained by first rinsing each cover 
in hot water and then throwing it into a glass tray 
in which a two per cent. solution of carbolic acid 


is kept, freshly prepared every morning. Each day, 


after the last patient has received attention, the 
covers that have accumulated in the tray are 
scrubbed and treated as before outlined. 
This question is discussed 
VII. Tue Lire or only in respect of numerous 
A DILATOR COVER inquiries that reach us. Fre- 
quent use and sterilization 
doubtless wear the covers. With care each one 
serves for four or five dilatations. Some serve for 
as many as ten or twelve uses. Like all rubber 
material, however, covers grow hard and brittle 
when left lying unused ; to prevent this it is well to 
immerse them once a week or every ten days for two 
hours in a two per cent. solution of carbolic acid. 
The ideal manner of employing a dilator cover, 
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is to throw it away after its first use. This will 
become economically feasible for all practitioners 
when the import duty on these articles has been 
removed or materially reduced. Then American 
manufacturers will be obliged to furnish them at a 
price low enough to make discarding the once-used 
covers general. This they could well do consistently 
with jarge profit to themselves, but never will do as 
long as the unreasonably high duty on instruments 
enables them to charge excessive prices for them. 
The practitioner who now uses twenty covers daily, 
if he threw away each one after a single use would 
incur an expense of $2.40 daily—$876 per annum, 
for this one article alone. If his dilator covers aver- 
age but four uses each, his annual saving is $657— 
less the cost of sterilization and the time consumed 
thereby. 
In 1899 Koilmann 
IX. Unctornep Dirators and Wossidlo de- 
vised a very ingeni- 
ous irrigating dilator; later on Frank, and subse- 
quently Lewin also gave the profession dilators with 
which irrigations can be performed while the urethra 
is being dilated. We object to all these instruments 
for the same reasons, viz. : 

1. While instrumental dilatation is being per- 
formed, the parts of the urethra covered by the dila- 
tor’s branches are shut off from the irrigating fluid. 

2. Complete irrigation can easily be performed 
after each dilatation, when all parts of the urethra 
are reached by the fluid employed. 

3. As, naturally, no cover is used with an irrigat- 
ing dilator, the instrument itself must be sterilized. 
This is a necessarily unsafe procedure, because of 
the complicated construction, fine joints and minute 
long irrigating channels of these dilators. 

Other dilators recently constructed by C. G. Hey- 
nemann of Leipzig, on new plans proposed by Ober- 
laender and Kollmann, are intended for use with or 
without rubber covers. While the ingenuity that 
underlies their planning and the skill shown in their 
construction command admiration, these dilators do 
not strike us with favor, because: 

1. The difficulties, even questionable possibility 
of their sterilization are almost, if not quite, as 
great as those that make the irrigating dilator appear 
unsafe in this regard. 

2. The authors of the instruments acknowledge 
that the danger of rusting of the joints is not incon- 
siderable. 

3. The surfaces that press upon the urethra are 
relatively narrow, as they must be to prevent crush- 
ing the mucosa between the branches when the 
iastrument is closed for withdrawal. 


These are the principal reasons for continuing to 
use dilators with rubber covers. 
The instrument being 
X. Frinat Preparation clothed as directed un- 
der V., it is laid upon 
one sterile towel and covered with another to so 
remain until taken up for use. 
New lubricants for ure- 
XI. Lusrication oF thral instruments are con- 
THE DILaTor Cover. _ tinually being placed upon 
the market. Each manu- 
facturer claims to have attained the requirements 
for an absolutely aseptic lubricant. Some prove de- 
cidedly irritating to the urethra; some are not suffi- 
ciently viscous; others lose their viscidity on being 
introduced into the channel or even on being kept 
for a short time in their closed collapsible tubes. 
These facts led us to a reduction of choice between 
two lubricants, namely, the one proposed by Prof. 
J. W. S. Gouley,* and another put on the market by 
a New York house. 
Prof. Gouley directs that his lubricant be made as 
follows: 


Pulv. Saponis. Castil............. 5i 
Mucilag. Chond. Crisp (1-16)..... fl. 3 iii 
gr.v 


Mix the soap and water ; heat the mixture, add the 
mucilage. When cool, add the formalin, thymol and 
oil of thyme, dissolved in the alcohol. Sterilize. 

The difficulty encountered in obtaining Gouley’s 
lubricant is that but few pharmacists will precisely 
follow his directions. The result is then either a 
lumpy or a thin fluid, which spoils readily, burns the 
urethra and which does not lubricate. When prop- 
erly made, Gouley’s proves an ideal lubricant. There 
are, however, exceptional patients who do not toler- 
ate it in the urethra. 

The other lubricant would also be recommended 
were its mode of preparation not kept a secret. 
Like others, however, it produces burning in some 
urethre. 

The selection of the lubricant in each individual 
case, is governed by previous experience in that 
particular case. 

If the lubricant proposed by Professor Gouley is 
used, a small quantity thereof is taken from the con- 
tainer with a sterile spoon or spatula and liberally 
smeared from the point of the dilator cover to about 


* Gouley: ‘‘Notes on Urethral Catheterism, Catheters and Bougies,” 
New York Medicai Journal, November 4, 1899. 
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half an inch along the instrument. If a lubricant 
from a collapsible tube is employed, the cap thereof 
is removed with a sterile artery clamp or a piece of 
sterile gauze, and the first part of the lubricant, as 
it emerges from the tube under slight pressure, is 
wiped off. Thereupon the necessary quantity is 
pressed upon the dilator cover. 

In urethral hyperesthesia, however, none of the 
lubricants ordinarily used will permit introduction 
of any instrument even with the greatest gentleness 
and care. In such an event we employ most satis- 
factorily, gomenol in ten, twenty or fifty per cent. 
solution in sterile oil. We have found it as effective 
an analgesic for the lower urinary tract as its intro- 
ducer, Octave Pasteau, asserted. The only objec- 
tion to its routine employment is its high price, 
which, of course, should never be a matter for con- 
sideration when a patient can be spared pain. 

The several forms 
of the Oberlaender an- 
terior dilator ali have a 
curved beak in accord 
with the normal ure- 
thral curve. To insert 
this instrument or any of its modifications, the 
penis is held by pressing it with the left middle 
and ring fingers against the left thenar eminence. 
This leaves the left thumb and index finger free to 
open the meatus. Into the meatus and upon its 
lips enough lubricant is smeared from the dilator 
cover, to cover the parts mentioned. The penis is 
then slightly extended and maintained at 45° from 
the thighs. The dilator is held in the right hand, as 
would be a pen for writing. Its dial faces upward; 
its -beak consequently points in the same direction. 

The dilator’s tip is gently sunk into the meatus 
and through the posterior boundary of the fossa. 
Immediately beyond this region an extraordinarily 
large Guerin’s fold or valve may catch the dilator’s 
point. If this occurs, the instrument is withdrawn 
until its point is free and then, depressing it to 
avoid the anterior margin of the fold, the instrument 
is directed along the floor of the urethra to just 
beyond the last region requiring dilatation. The 
reason for guiding the dilator’s point along the 
floor of the urethra, instead of along its roof, as 
generally advised, lies in the fact that the rugosi- 
ties and other irregularities that may impede the 
instrument’s progress are more numerous on the 
floor than at the roof of the channel. When the 


XII. INSERTING THE 
OBERLAENDER DILATOR 
FOR DILATATIONS OF THE 
ANTERIOR URETHRA 


instrument touches an impediment, its point is 
raised to glide over it. In so doing it may lodge in 
a very much enlarged Morgagnian crypt in the roof 
of the urethra. 


In such event, the point must be 


withdrawn, and guided between the two impedi- 

ments. It is by this careful procedure, most gently 

conducted, that injury to the urethral mucosa is 

avoided. 

The large blunt point of 

XIII. INserrinc THE this instrument is in itself 

KOLLMANN ANTERIOR a Safeguard against injury 

DILATOR to the mucosa. Moreover, 

the dilator is perfectly 

straight and so heavy that it passes practically by its 

own weight. If it fails to do so, the urethra is 
unfit for its employment. 

In inserting the Kollmann anterior dilator, the 


G.TIEMANN &CO.N.Y. 


G.TIEMANN & Ca, 


Fig. 3. Kollmann four-branched 


Fig. 4._ Kollmann antero-posterior 
anterior dilator. 


dilator (Guyon curve). 


same preliminary steps as for the Oberlaender in- 
strument are taken, but for the reasons above given, 
the Kollmann dilator is sunk directly through the 
center of the urethra. Its point crowds aside any 
folds that may project into the lumen and it is too 
big to engage in any enlarged crypts. 

(To be concluded.) 
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THE DIAGNOSIS AND DIFFERENTIATION 
OF CERVICAL TUMORS AND EN- 
LARGEMENTS. 


By Maynarp A. AustIN, M.D., 


ANDERSON, INDIANA. 


There is probably observed by the general prac- 
titioner, a greater number of tumefactions in the 
cervical region than any other form of swelling or 
tumor. Their differential diagnosis is a matter of 
the highest importance at all times, even though 
the usual condition seen is a benign one. 
The first point considered in the examination of a 
swelling, is its possible origin or connection with 
some well-known structure. For example, does it 
arise from the lymphatic glands, either cervical, sub- 
maxillary or sublingual; from the parotid or thyroid 
gland; from the inferior maxilla; from the skin it- 
self; or is its base a deep-seated one in the network 
of vessels, nerves and muscular tissue forming the 
different triangles? 
The next point to be observed is the coincidence 
of any systemic reaction; the presence of pyrexia; 
the general dissemination of other tumors; the dif- 
ference from normal in the color and appearance of 
the individual, indicative of an anemia or malignant 
cachexia; or the association of the swelling with 
any other suspicious condition, e.g., an eruption. 
The history of the patient must be taken with refer- 
ence to a malignant tendency in the family, and a 
personal history secured in order to eliminate syph- 
ilis and tubercular associations. 
The examination of the tumor itself must reveal 
as nearly as possible its périod of existence and 
rapidity of growth; the existence of pain, tender- 
ness, pulsation, crepitation, or fluctuation and the 
intimacy of its association with contiguous tissues. 
In spite of these aids, it is not always possible to 
make an exact differentiation without further as- 
sistance from microscopic or radiographic exam- 
ination. 
A syllabus covering this subject could be outlined 
as follows: 
1. FrBroMa, 
Arising from the skin proper—fibromata, 
moles and warts. 

Arising from wound surfaces—Keloids. 
Malignant metamorphosis into Sarcoma. 

2. LIPOMA. 
Subcutaneous and sharply defined. 
Subcutaneous and diffused; irregular nodes. 
Transition forms into My-xo-sarcoma. 

3. CHONDROMA. 


Involving the sxbmaxillary and parotid 
glands. 

Arising from the remains of the branchial 
clefts. 

Displaced matrices from the hyoid bone and 
larynx. 

Changed by ossification, calcification, or cys- 
tic degeneration. 

Malignant degeneration into sarcoma. 

4. ANGIOMA. 

Cutaneous defects, nevus, birth marks, capil- 
lary conditions, always congenital. 

Cavernous Angioma, always developing in 
this region from nevi. 

Plexiform Angioma, anastosmosing and in- 
crease in size and number of vessels; rare 
save by extension from face, forehead or 
temporal region. 

Aneurism, developing in the carotid, sub- 
clavian or occipital arteries, or by exten- 
sion from the ascending aorta. 

5. LYMPHANGIOMA. 
Develops in neck beneath the skin or about 
the large vessels. 
Congenital origin developing into large cysts. 
6. LYMPHOMA. 

True adenoid hyperplasia without sytemic 
reaction. 
7. SARCOMA. 

Developing in any of the tissues affected by 
the benign conditions enumerated above, or 

secondary to them. 

8. CARCINOMA. 

Primary condition rare save as epithelioma. 

Secondary condition common from metas- 
tases affecting the cervical, submaxillary, 
submental and other lymph glands by ex- 
tension. 

g. Inrectious LYMPHOMA. 

Due to Tuberculous Infection. 

Due to Syphilitic Infection. 

Due to Glanders. 

Due to Septic Infection from Pus Cocci. 

Due to Actinomycotic Infection. 

Due to Hodgkin’s Disease. 

Due to Leukemia. 

10. LYMPHANGITIS. 

Secondary to some infection, notably Erysi- 

pelas. 
11. CELLULITIS. 

Secondary to certain 
Scarlet Fever. 

Primary infection, so-called Ludwig’s An- 
gina. 


infections, notably 


| 
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12. GOITERS. 
Miasmatic Struma due to an unknown infec- 
tion. 
Exophthalmic Goiter from functional thy- 
roid disturbance. 
Parenchymatous Colloid Degeneration of the 
thyroid. 
Vascular Degeneration, vascular dilatation. 
Cystic Degeneration usually from preexisting 
adenomata. 
Adenoma of thyroid, simple hyperplasia and 
hypertrophy or with malignant tendencies. 
Carcinoma of thyroid. 
Sarcoma of thyroid. 
13. DENTIGEROUS CysTS. 
Simulating sarcoma of the lower jaw. 
14. RETENTION Cysts. 
Sebaceous, of skin. 
Mucous, of the floor of the mouth. 
Serous, of thyroid. 
Oily, from dermoid. 
15. CONGENITAL Cysts. 
Dermoid, in the floor of the mouth, or sub- 
cutaneous. 
Branchial, at base of tongue, region of hyoid 
bone or deep in the neck. 
Canal of His, unobliterated, sublingual, sub- 
hyoid, prolaryngeal. 

Covering a description of the various conditions 
named above, which may probably be met with, 
we have the following brief annotations. 

These tumors are seldom larger 

FiproMaTA than a filbert, are frequently found 

about the head, neck and upon 

the face, generally multiple, of very slow growth, 

painless and not tender on pressure. After a cer- 

tain period they remain stationary in size. The 

overlying skin is fixed to the tumor and after a time 

from its own weight, the tumor becomes peduncu- 
lated and the overlying skin smooth and glazed. 

Moles are flat, congenital cutaneous fibromata, 
usually pigmented, frequently hairy and prone, when 
irritated, to undergo malignant changes. 

Keloids are fibromata that start in scar tissue fol- 
lowing an injury, burn or surface wound. They are 
particularly evident in colored people and especially 
prone to develop after healing of tuberculous ab- 
scesses, 

About the only question in diagnosis that will ever 
give concern is the occasional differentiation of a 
fibroma having a sessile base, from a sarcoma, and 
inasmuch as Virchow says, “a fibroma needs only 
an increase in the size of its cells and a diminution 
of its cement substance, to change it into a sarcoma,” 


it is best to submit a section of the tumor fragment 
to a microscopical examination, when such a .ques- 
tion arises. Unless malignant degeneration has oc- 
curred fibroma never infiltrates into the surrounding 
tissue. It may displace contiguous structures but 
always remains freely movable, and the greatest 
probable reason for consulting a surgeon is for cos- 
metic benefit. 

These are fatty tumors, develop- 
ing either as a congenital or a post- 
natal condition. They are uncertain 
in size, rate of growth, and destination, and may 
be either encapsulated, or diffused, branching is- 
lands, extending in all directions. They are usually 
slow growing and when appearing as a post-natal 
condition become stationary in size after a time. 

Two cases seen recently show the differences in 
character this condition may present. One case, in 
a boy eight years of age, appeared noticeable as a 
tumor growth four years previous, although a small 
“kernel” had been present for some time before. 
When seen by me it formed a complete wedge filling 
all the space between the shoulder and temporal 
region, and extended from the chin to the posterior 
occipital triangle. Its removal was accomplished 
with the greatest of difficulty and only after exten- 
sive dissection. The other case occurred in a girl of 
eighteen, and consisted of a circumscribed tumor 
over the seventh cervical vertebra, of the size of a 
small orange. It had been in its present condition 
and stationary in size for a couple of years, and 
was first noticed several years previous. Neither 
tumor gave any subjective symptoms and both were 
removed for cosmetic purposes. The removal of 
the second being accomplished with a very small 
incision, through which it was shelled out with no 
difficulty whatever. 

Lipomata give no subjective symptoms. They 
impart a peculiar fatty, boggy, doughy feeling to the 
palpating fingers. The skin is freely movable over 
them, and the tumor is but loosely associated with 
surrounding structures. The only tumor that may 
be doubtfully mistaken for lipoma is sarcoma, and 
that only a transitional form, for no other gives a 
history of several years’ duration, save a preexisting 
benign growth becoming malignant. 

These are very seldom met with. 

CHONDROMATA They are irregular, lobulated, 
hard growths, composed of either 

hyaline, or fibro-cartilage, varying in motil- 
ity with the organ from which they arise. 
Chondromata are slow growing, usually multiple 
and very prone to occur in the region of the neck 
near the external ear, coming from remnants of the 
first branchial cleft. They also arise, rarely, from 
remnants of the hyoid bone and larynx. Infre- 
quently they are connected with the parotid and sub- 
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maxillary glands. All the above tumors are small 
in size, seldom larger than a walnut, appear after 
puberty and become intimately adherent with the tis- 
sue giving rise to their formation, but not infil- 
trating into the surrounding tissues. Their devel- 
opment into sarcomata is the only element of dan- 
ger or cause for removal, save when their presence 
interferes with the function of the submaxillary or 
parotid gland. 

True angioma in the form of a 
capillary nevus or mother’s mark, 
requires no description of differ- 
entiation. Cavernous angioma, a tumor com- 
posed of blood spaces, having a tendency to 
progressive growth, may develop from the birth 
mark variety, but its transition requires a long period 
of time. Plexiform angiomata are composed of a 
number of tortuous, dilated bloodvessels, either 
venous or arterial, or both, sometimes freely anasto- 
mosing. Such tumors can be easily identified, as 
they are compressible, they pulsate, and at times the 
separate vessels feel like a bunch of worms. These 
tumors are generally found in young adults.* 

While not a tumor in the same sense as a 
new growth, Aneurism is a vascular condition as 
important as any to be considered. It may occur in 
either of the larger bloodvessels of the neck or may 
extend by continuity from the vessels of the chest. 
Such tumors occur in those past the middle period 
of life and should give little or no difficulty in diag- 
nosis. They are compressible, dilate upon effort or 
strain, pulsate synchronously with the heart’s ac- 
tion, and are marked by the presence of a peculiar 
swishing bruit. 


ANGIOMATA 


These are usually congeni- 

of new formed lymph chan- 

LYMPHANGIOMATA tal conditions, tumors consisting 
nels, which may become dilated and form serous 
cysts. Usually slow growing, they at times increase 
rapidly in size and their surface will be irregularly 
marked by the protrusion of smaller cysts. This so- 
called congenital hydrocele of the neck contains pure 
serum, with sometimes an admixture of blood from 
2 ruptured vessel. This tumor may occur directly 
beneath the skin or deep in the cervical tissues be- 
neath the platysma. The skin overlying is freely 


* Shortly after the publication by Wyeth of his article on the 
treatment of angioma by the injection of boiling water, I tested the 
efficiency of the method on a case, with perfect success. The case 
was that of a boy, eight years old, who for several years had a 
swelling on the te side of the upper lip. It had been cut into 
twice, and on the last occasion the boy nearly bled to death. When 
seen by me, the swelling consisted of a tumor of the size of a 
pigeon’s egg, causing the lip to pouch out very prominently. On 
examination it was found compressible, fluctuating and pulsating. 
The swelling was isolated by an eyelid forceps, and injected with 
boiling hot water. The tumor contents became coagulated and 
remained hardened for some time, but finally, after several treat- 
ments, the absorption of the coagula was complete and a firm scar 
replaced the site of the dilated bloodvessels. 


movable and usually pale in color. Frequently these 
cysts rupture spontaneously and the serous dis- 
charge should be sufficient to differentiate the swell- 
ing from other cystic conditions. 

Lymphangioma differs from elephantiasis in that 
the latter condition is one due to a dilatation of pre- 
existing lymph channels, while lymphangioma is a 
tumor composed of new-formed lymph channels, 
which may afterwards become dilated. 

These tumors, composed of 
LyMPHOMATA adenoid or lymphoid tissue, are 
are rarely met with. Usually 
seen in young adults, they occur either singly 
or as multiple tumors, appearing simultaneously. 
They gradually enlarge, although their rate of 
growth is such that after several years they may be 
not larger than a hen’s egg. They are painless, 
freely movable, and not tender. Each tumor is 
smooth and encapsulated like a normal lymphatic 
gland, and in its growth there is no involvement or 
impairment of the general health. These tumors 
never extend to other glands in their neighborhood. 
They never caseate, become hardened, break down 
or suppurate. 

They must be differentiated from lymphangioma, 
sarcoma, lymphadenitis, tuberculous adenitis, and 
the glandular swellings of glanders, leukemia, 
pseudoleukemia and syphilis. 

Lymphangioma is more diffuse, not encapsulated, 
and generally show points from which lymph es- 
capes. 

Sarcoma is a rapidly growing tumor, usually 
starting in one gland and successively involving 
others in the same region. 

Lymphadenitis shows the general signs and symp- 
toms of an inflammation, and in addition frequently 
terminates in suppuration. 

Tuberculosis of the cervical lymphatics may pre- 
sent for a long time all the positive signs of the true 
lymphomata. 


A case operated upon by me for lymphoma was 
found upon examination to be one of tuberculous 
adenitis. It consisted of several tumors, separate 
and encapsulated in the cervical and submaxillary 
regions. The patient was a man of twenty-six. The 
swellings were first noticed three or four years 
previous, but they had never given any trouble or 
subjective symptoms. Their removal for cosmetic 
benefit, was the purpose for which the patient came 
to me. After enucleation, several of the larger 
glands were found to be undergoing degenerative 
changes, and were caseous in the center. 

The glands were definitely outlined, however, 
freely movable, painless, smooth and relatively firm 
to the touch. They had very slowly enlarged unti! 
they had reached the size of a walnut, and for six 
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months they had been apparently stationary in size. 
There was no tuberculous history and no other signs 
of tuberculous involvement. The glands were enu- 
cleated from the cervical, submaxillary and occipital 
triangles, and the patient returned to his home in a 
neighboring city, on the third day thereafter. There 
has been no sign of a recurrence. 


Glanders is a diffuse inflammatory affection of an 
acute nature as compared to the time taken for the 
development of lymphomata. 

Leukemia is accompanied by the special changes 
in the blood-making organs, and offers no trouble 
in diagnosis if a blood examination is made. 

Pseudoleukemia or Hodgkin’s disease, shows a 
progressive enlargement not only of the glands of 
the cervical region, but also of those of the other 
parts of the body. This condition is also accom- 
panied by definite and progressive impairment of 
the general health, shown in a distinct anemia, dys- 
pnea and progressive weakness. 

Syphilis is marked by a general lymphatic en- 
largement, and a careful examination into the his- 
tory of the case will reveal other signs and symp- 
toms of this infection. A lip chancre is especially 
to be looked for, when no other venereal history is 
obtained. Accompanying or past skin eruptions 
should be investigated, and trophic changes in the 
hair sought for. The tertiary lesions, gummata, 


may be mistaken for malignant trouble but the oc- 
currence of this form of syphilitic reaction in this 
region is limited to the tongue, mouth and larynx. 
Occasionally the cervical vertebrze or muscles may 
be involved in an infiltrating, destructive, slow in- 
flammatory reaction of this character. 

Sarcoma, the malignant representa- 


tive of tumors arising from the 
mesoblastic tissue, will be found 
springing from a connective tissue base in any lo- 
cation. It may have its start in either the 
subcutaneous, subserous, or submucous, the inter- 
muscular, fascial or lymphoid structures. It may 
arise from the periosteum or from the bone marrow, 
from the neuroglia of the nerves or from the stroma 
of other tumors. 

Let us take from without inwards the structures 
from which sarcoma may arise. A mole, wart, or 
pigmented nevus may be the origin, although the 
growth of the tumor itself may be slight in com- 
parison with the rapidity of extension of metastatic 
involvement of the surrounding lymphoid struc- 
tures. Melanosarcoma is the most frequent skin 
sarcoma encountered and is the most rapidly fatal of 
the different varieties. Ulceration is early and the 
rapidity of growth is remarkable, in some instances 


SARCOMATA 


simulating an inflammation. Regional infection and 
general dissemination, with progressive and rapid 
decline, are characteristic. 

Fascial sarcoma occurs in the deep connective 
tissue of the neck and is prone to follow an injury. 
It is not infrequently seen in young children in 
whom it takes a most malignant course. Its rapidity 
of growth differentiates it from benign tumors, and 
the absence of pain and tenderness eliminates the 
probability of its being an inflammatory condition. 

Lymphosarcoma is a rarer condition and, like 
lymphoma, must be differentiated from the other af- 
fections of the cervical lymphatics. Lymphomata 
are of slow growth, and not progressive as regards 
extension to neighboring structures or lymphatics. 
Leukemia shows changes in all the blood-making 
organs and the special changes in the blood. Pseudo- 
leukemia shows a general adenopathy with progres- 
sive physical weakness. Tuberculous adenitis ex- 
hibits a slower growth and breaks down by lique- 
factive necrosis. Syphilis in the cervical region is 
rare. It is not a localized condition and the tumor 
never grows as large as a lymphosarcoma, while the 
result of specific treatment is almost certain and 
positive. 

Periosteal sarcoma, or sarcoma epulis, arising 
from the lower jaw, will produce a cervical enlarge- 
ment, but its connection with the maxilla will be ap- 
parent. This condition may simulate an osteo- 
myelitis of the jaw but the differentiation should not 
be difficult, inasmuch as there is usually no pain or 
tenderness accompanying the tumor formation. 

Actinomycosis shows more of the signs of an in- 
flammation, but in this condition we must also re- 
member that there is a strangely negative amount 
of pain. Actinomyosis is accompanied by fever and 
the swelling rapidly undergoes disintegration and 
pus formation. The discharge contains the char- 
acteristic ray fungus, although this is not always 
found without repeated examinations. 

The thymus, thyroid, salivary and parotid glands 
are all susceptible to sarcomatous involvement, but 
in each the tumor will present the usual character- 
istics of rapid growth, painless and without sub- 
jective symptoms, save those due to pressure and 
enlargement. Absence of inflammatory symptoms, 
progressive involvement of contiguous structures, 
tendency to large growth, early ulceration, and rapid 
deterioration of vitality, are characteristic of this 
malignant condition. 


A case recently seen in cor-ultation had involved 
the deep cervical tissues and grown to the size of 
one’s fist, in a period of three months. A month 
later it had infiltrated the opposite side. Another 
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case, in which I had removed a sarcoma of the 
breast, showed a recurrence in the supraclavicular 
space and, rapidly involving the whole of the cervical 
region, produced death three months later. A third 
case seen at the County Infirmary within the year 
was that of a periosteal sarcoma, springing from the 
lower jaw, but extending down to the shoulder. Al- 
though it had been of slow growth, owing to a par- 
tial cartilaginous change, it was, when seen, an 
ulcerated mass, past any point where relief could be 
offered. 


The malignant representative of 
CaRCINOMATA those tumors arising from _hy- 
poblastic and epiblastic tissues, in 
the cervical region cancer is usually seen as an ex- 
tension from an epithelioma of the skin or lower lip, 
involving the submaxillary and submental glands. 
The thyroid and parotid glands may also become the 
seat of this condition. In the former it occurs in 
long-standing goiters, in which, after a period of 
inactivity, the swelling shows a tendency to rapid 
growth. The parotid cancer will show as a rapidly 
growing tumor which early extends to the cervical 
lymphatics and involves the adjacent tissues, finally 
perforating and ulcerating. 

The epithelial elements of the cervical region are 
so few, in comparison, with those of mesoblastic 
formation, that carcinoma in this region is rare as 
compared with sarcoma. Sarcoma occurs in the 
young; children and those under forty being most 
frequently affected. Carcinoma shows a predilec- 
tion for the aged, or those past middle life. Sar- 
coma is the more rapidly growing of the two, and 
grows to a larger size, ulcerates very quickly, ex- 
tends to the surrounding tissues by continuity and 
by metastasis through the blood. Carcinoma ex- 
tends by lymphatic involvement, is not as rapid in its 
progressiveness, and does not proceed to such a size 
as sarcomatous growths. 

This is about the only one of 
TuBERCULOsIS the INFEecTIvVe LymMpHMaTA that 
needs special consideration. Tuber- 
culous inflammation of the cervical lymphatics is a 
condition found in persons of all ages, and 
especially among those whose habits and sur- 
roundings are such as to predispose them to 
conditions of impaired vitality. Children are most 
commonly affected, and especially those of the 
colored race. It may be, and frequently is, the only 
portion of the body attacked, but careful examina- 
tion will reveal in many cases a concurrent infection 
inthe lung. Investigation into the family history 
of the patient will also usually reveal a scrofulous 
taint in the family, and other members suffering 
with, or dead of, consumption. 


The submaxillary glands are usually the first ones 
involved, and following these progressively and 
consecutively, we find the cervical glands enlarged, 
freely movable and isolated, and varying in size. 
At first the skin over the glands is freely movable, 
but as the lymphatics enlarge there will be evi- 
dences of degenerative changes and, with the break- 
ing down of the gland, the skin becomes adherent. 
Liquefactive necrosis and suppuration are followed 
by the formation of fistulz and the discharge of the 
characteristic contents of a “cold abscess.” There 
may be, however, a whole chain of glands undergo- 
ing rapid degeneration without the skin breaking or 
becoming adherent, in which condition we will 
have to deal with an abscess that may involve the 
whole of the cervical region. These conditions are 
not accompanied by pain, fever or tenderness, un- 
less the tubercle bacilli are accompanied by other 
germs, giving rise to a mixed infection, in which 
instance the septic or hectic temperature and 
other acute inflammatory symptoms will be pres- 
ent. 

The cervical adenopathies of this dis- 

SYPHILIS ease could hardly ever be mistaken for 

any other tumor, benign or malig- 

nant. Concurrent with the enlargement of 

the cervical glands is an involvement of the other 

lymph nodes. Should the chancre be situated upon 

the lip or about the face there will be a consequent 

earlier involvement of the cervical glands, but they 

are, or usually soon become, enlarged on both 
sides. 

Gummata of the skin or other tissues in the cer- 
vical region are so rare as to require scarcely any 
consideration. The history of the case and the reac- 
tion to specific treatment will speedily eliminate 
any other probable condition. 

This disease involves the lymphatic 

GLANDERS glands secondarily, while the character- 

istic symptoms of coryza, ulceration of 

the mucous membranes, pain, fever, papulo-pustular 

eruption, and the rapid course of the disease will ex- 

clude any thoughts of a chronic condition. 

When this disease involves the 

ACTINOMYCcosIS cervical region, it has had its 

point of entrance in or about 

the teeth of the lower jaw. Its progress is very 

similar to that of a pyemia. There is fever of an ir- 

regular, rapidly progressive type, and an equally 

rapid change in the character of the indurated mass 

to a broken-down, ulcerating, honeycombed abscess. 

The finding of the ray fungus in the discharge is 

positive proof of the infection, but several exam- 
inations may be necessary to accomplish this. 
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Any simple pus infection about 
LYMPHADENITIS the head, neck or face may result 
in a simple involvement of the 
cervical or other lymphatics in the neighborhood. 
A slight wound, an “ulcerated tooth” or a “canker” 
in the mouth may show this reaction. It may occur 
as a complication of any of the febrile or infectious 
diseases, especially diphtheria, scarlet fever, measles 
and rubella, and in these enlargements of the cervi- 
cal glands occur so frequently that their observation 
can cause a question only when they remain as a 
post-febrile condition. 
These conditions differ in their 


LYMPHANGITIS symptoms only in respect to the 
CELLULITIS tissues involved. They are usually 
Myositis observed secondarily as complica- 


tions of some infectious disease. 
Lymphangitis is seen most typically in an attack of 
erysipelas, while the cellulitis sometimes observed 
during an attack of scarlet fever is exceeded in its 
severity only by Ludwig’s angina, an infection of 
the submaxillary cellular tissue, which frequently 
proceeds to a fatal end in a few days. 
This term is indifferently ‘applied to 
GOITER any change in the thyroid gland by 
which it is increased in size. It usually 
consists in an hypertrophy of the gland, but may be 
due to an increase of the parenchyma, to a vascular 
dilatation or to cystic changes. On the other hand 
it may be involved in changes produced by the for- 
mation of true tumor tissue, namely, adenoma, car- 
cinoma or sarcoma. 
A collection of fluid should give no 
Cysts difficulty in diagnosis, yet at times the 
source and character of the contents can 
be ascertained only by aspiration. In the neck three 
classes may be met with, Retention, Exudation and 
Congenital Cysts. 

RETENTION cysts are formed by the blocking of 
the normal outlet to functionating glands, such as 
may be met with in the sebaceous, salivary, mucous 
and thyroid glands. Most rarely, we meet about the 
region of the external ear a cyst coming from a 
retention of the products of the sudorific glands. 
Two such cases have been observed and reported by 
me in the last three years. They are seldom larger 
than a pigeon’s eg&, are translucent, and contain a 
clear, watery fluid, slightly yellow tinged. Another 
form of retention cyst arises from the production of 
oil in some dermoids. 

The content of a Sebaceous cyst is a thick, white, 
viscid, cheesy material, which will reform after re- 
moval unless the entire cyst wall is extirpated. This 
latter can easily be done since the cyst wall can be 


peeled out like a layer from the skin of an onion, 
provided there has been no inflammatory compli- 
cations. 

Mucous cysts are considered only as they involve 
the lips, mouth and throat, and deserve merely to be 
mentioned here. 

Serous cysts are the so-called hydatids, and are 
formed from the liquefaction of mucus in old mucous 
cysts. There is also a form of branchial cyst, in 
which the lining of the cavity is epithelial instead of 
endothelial, which forms the so-called “congenital 
hydrocele.” It must be differentiated from cystic 
lymphangioma, which is almost identical save in its 
histological formation of the lining. The latter is 
endothelial in the lymphatic, and epithelial in the 
true serous cyst. 

Exudation cysts are rare occurrences, coming 
from the epithelial remains of tooth buds. These 
are the so-called dentigerous cysts which unfortu- 
nately were mistaken for sarcomata in a great many 
instances, and the jaws needlessly sacrificed to im- 
perfect diagnoses. They may, however, have steady, 
slow growth and reach enormous size. Their oc- 
currence is at any age, but usually in young adults, 
and an inflammation of the teeth or an injury may 
be the means of starting this form of tumor. 

These cysts occur singly or as multilocular forms, 
the single cysts being the more common type. The 
cyst wall is bony in character, transmitting a pecu- 
liar crepitation to the palpating finger. 

Finally, we must mention a distinct class of tu- 
mors involving the salivary glands, uncertain in 
origin, containing both mesoblastic and epiblastic 
elements, namely, cartilage, bone, fat, lymphoid tis- 
sue and striated muscle fibers. According to Wood, 
who has made an exhaustive investigation into the 
subject (Annals of Surgery, January and February, 
1904), these mixed tumors are encapsulated lobular 
growths, with areas of different density. They may 
occur at any age from infancy to old age. Their 
duration is variable, the majority showing a malig- 
nant tendency even after years of quiescence. The 
harder the tumor the slower its growth, and the 
longer period it will take for malignancy to show. 
These malignant evidences may resemble either car- 
cinoma or sarcoma, but differ from the true tumor 
in many ways. The tumor may show its malignancy 
for a period of time that in a true malignant growth 
would have speedily proven fatal. It may show 
metastases by both lymphatic and blood current in- 
volvement. These new tumors may be single and 
show the same latency as the original tumor. 

Ninety per cent. of these tumors involve the paro- 
tid gland primarily, nine per cent. of them are found 


il 


12 AMERICAN 
JOURNAL OF SURGERY. 


WaARE—PLASTER OF PARIS 


January, 1906. 


in the submaxillary gland, and in about one per cent. 
of the cases the growth is found to have started in 
the sublingual gland. 

After their apparently complete removal, fifty 
per cent. of the cases will show a local recurrence. 
Sometimes the metastatic recurrences following re- 
moval of the tumor show an entirely different struc- 
ture from that of the original tumor mass. The 
slowly progressive character of the cases can be 
inferred from one reported by Billroth, who per- 
formed nine operations for local recurrences -during 
a period of twenty-nine years. 

359-361 UNion BUILDING. 


PLASTER OF PARIS, 
AND HOW TO USE IT. 
By Martin W. Ware, M.D., 


Adjunct Attending Surgeon (Genito-Urinary), Mount Sinai 
Hospital; Surgeon to the Good Samaritan Dispensary, 


NEW YORK. 


(Continued from the December Number.) 


The skin has to be protected 
PROTECTION OF from the plaster of Paris. This may 
THE SKIN be accomplished in various ways. 
The area to be encased in the 
plaster of Paris bandage may be wrapped in cotton 
wool, The drawback to this is that the cotton be- 
comes “caked” and the bandage subsequently loos- 
ens. Better than this is the use of a flannel bandage, 
which is to be applied smoothly, without wrinkles 
and without “reverses,” for these are apt to exert 
pressure on the soft parts beneath when the weight 
of the plaster is brought to bear. An elegant invest- 
ment of the skin is afforded by the use of seamless 
tricot hose, which can be had in various widths and 
is applicable to the trunk or extremities. For the lat- 
ter a comfortably fitting sock, stocking, undershirt 
sleeve or drawer leg may be used. When the band- 
age is applied to serve as a cast, the limb need merely 
be anointed with vaseline. 

No undue traction should be made 
in applying the successive turns of 
the bandage. The use of any other 
than a light hand, when unrolling the bandage on to 
the member, will be followed by such constriction of 
the limb and interference with circulation, with the 
setting of the plaster, that its prompt removal will 
probably be required. 

In fractures, if the swelling be very marked, if 
there be evidence that the extravasation has not at- 
tained its maximum, the limb should be elevated and 
subjected to the compression of a rubber bandage, 


PRECAUTIONS 


and this should be followed by gentle massage, be- 
fore the plaster bandage is applied. On the other 
hand, it should be borne in mind that usually several 
hours elapse after the injury before the surgeon has 


Fig. 5. Illustrating the cuff of cotton at the upper and lower limits 
of the plaster of Paris bandage. 
been called and has made preparations to apply the 
plaster, and generally, therefore, there need be no 
dread of an increased swelling beneath the bandage. 
Indeed, the best means of limiting the swelling after 
a fracture is the prompt application of a plaster of 
Paris bandage. If there be any concern that the 
plaster bandage has set too tight, or will do so, this 
may be remedied in the following manner. While 
the plaster is yet soft, cut through the entire length 
of the bandage with a penknife, and with the band- 
age shears also divide the bandage, cotton or tricot, 
underneath. The subsequent contraction of the 
plaster in the act of hardening will cause a further 
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Fig. 6. 


Illustration of method of dividing plaster cast with Gigli 
saws placed under the bandages. 
widening in the furrow made with the penknife, and 
thus relieve the pressure existing. In fact, where 
the circumstances are such that the bandage cannot 
be inspected within the first twenty-four hours after 
its application, it should always be the practice to 
divide the plaster as described, in order to forestall 
any possible unpleasant developments. 

To guard against a loosening of the plaster of 
Paris bandage, as the furrow widens, strips of ad- 
hesive plaster may be drawn across the gap to limit 
it, and then a stout muslin bandage applied over 
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the whole plaster dressing. Some days later, when 
the bandage has adjusted itself to the underlying 
parts, and the swelling has subsided, the adhesive 
strips may be drawn tight enough to obliterate the 
furrow and make the bandage fit snugly. 

Marked bony prominences that have to be covered 
by the plaster should be protected with a layer of 
cotton before applying the flannel bandage or tricot 
hose. As each successive turn of the plaster band- 
age is applied it should be smoothed, always in the 
same direction, by friction of the hand, moistened 
occasionally with water. If the bandage be properly 
made, at no time is it necessary to-rub in any loose 
dry plaster, or any paste of plaster that settles in the 
vessel. In fact, this excess of plaster, when it sets, 
adds unnecessary weight to the bandage, and lying 


Fig. 7. Mitre saw. 


between the layers of gauze, as it does, and not in- 
corporated with the fiber, it. renders the dressing 
brittle. The outer layers of the plaster bandage 
are apt to chip, and these loosened particles irritate 
the skin and soil the garments and surroundings. 
To obviate this, the finished plaster of Paris dressing 
should be covered the day after it is applied with a 
single layer of dextrine bandage, which is moistened 
and made limp before it is applied, but soon be- 
comes dry and hard again. , 

The plaster of Paris bandage may be applied to 
a member in continuity or in sections. In the former 
method, the bandages are wound spirally up and 
down the length of the limb without reverses until 
each roll of bandage is exhausted, and a number of 
bandages is used to cover the same ground until all 
parts are sufficiently covered. In the latter method, 
the limb is divided off into segments and each seg- 
ment is separately invested with one or two band- 
ages, according to requirements; each section of 
plaster overlapping the adjoining one. The former 
method provides a stronger dressing. 

The finished bandage should be exposed to the air 
to effect a thorough hardening. When a hot air 
apparatus is at hand the whole member may be 
baked for one-half hour. 

The upper and lower limits of the plaster bandage 
must not extend beyond the bandage enveloping the 
skin. An elegant finish may be given to the edges 
of a plaster dressing by turning over its ends, in cuff- 
like fashion, the ends of the flannel bandage. This 


device must be borne in mind while the plaster is 
being applied, so that the final turns of plaster at 
either end may securely hold in place the retroverted 
fold of flannel bandage. Equally efficient in pre- 
venting the ends of plaster from impinging on the 
skin is a cuff of cotton held in the grasp of the 
last turns of plaster at either end. 

When the flexure of a joint is encroached upon 
by the plaster a crescentic section may have to be 
removed from the latter in order to allow free motion 
of the joint. This had better be done while the 
dressing is in the plastic state. Again, with the 
bandage in the plastic state, it can be molded by the 
pressure of the fingers and hands, with massage-like 
motions, to conform it to the contour of the ex- 
tremity. To bring about an adaptation this molding 
is far superior to, and less dangerous than, the em- 
ployment of traction on the plaster bandage. 

Some deem it expedient to place a 

REMOVAL OF piece of metal one-half inch wide, or 
THE PLASTER a wire, on the limb before starting 
the plaster bandage, and to allow the 

metal ends to protrude as a guide where to start 
cutting the bandage. The metal beneath is to guard 
the skin against being cut by strokes of the knife. 
It has also been recommended to place a Gigli saw 
on the limb, before applying the plaster. To the 
protruding ends of the saw metal handles are to be 
attached, and with the aid of these the wire is set in 


Fig. 8. Showing the grooves cut in the plaster cast with the mitre 
saw. 


motion and the plaster divided from beneath. Even 
though this saw is constructed of aluminum bronze 
it is liable to corrosion and does not work freely. 

If it is the intention to utilize the plaster of Paris 
bandage again, care must be taken to preserve its 
integrity. This can be best accomplished by cutting 
a furrow into the plaster in its entire length with a 
penknife, or, more expeditiously performed, with a 
mitre saw. The fabric beneath the plaster consti- 
tutes an impediment to the free motion of the saw 
and therefore gives indication when the plaster is 
divided, and thus prevents injury to the soft parts 
beneath. When the penknife is used, the dropping 
of acetic acid (or vinegar) on the plaster, along the 


| 

= 

d 

ot 
t 
all 
of 
d- 
nit 


I4 AMERICAN 
JOURNAL OF SURGERY. 


WaRE— PLASTER OF Paris 


January, 1906. 


path of the knife, will lighten the otherwise irksome 
task. 

All complicated devices of the circular saw are 
useless, as the mechanism becomes blocked with 
particles of plaster. 

After the plaster is divided at every level the band- 
age beneath is divided with shears. Now the whole 
cast may be lifted from the limp, much in the 
manner that a hoop is sprung from a barrel, or by a 
motion similar to the opening of calipers. The flan- 
nel bandage is adherent to the plaster and comes 
away with it. 

Eventually the cast may be lined 
with absorbent cotton, or the limb 
invested with another flannel band- 
age before replacing the cast. 
Straps of adhesive plaster are applied circularly 


REPLACEMENT 
OF THE CAST 


Manner of removing the cast from the limb. 


Fig. 9. 


over the plaster cast and the whole recovered with a 
moistened dextrine bandage. 
Such plaster of Paris as may have 
TorteT AFTER been spattered on clothing, carpets 
BANDAGE IS or fabrics had best be allowed to 
COMPLETED dry thoroughly before an attempt 
is made to remove it. The spots on 
furniture or wood-work had best be removed while 
moist, or if dry, they should be moistened. If not 
much time has been consumed in applying the plas- 
ter of Paris bandage, and the plaster on the sur- 
geon’s hands is still moist, it can be readily washed 
off in running water. If it be dry, however, friction 
of the hands with granulated sugar will speedily 
dissolve the plaster. Friction with salt will effect a 
speedy removal by rendering the plaster more brit- 
tle, and the same may be said of ablutions with bi- 
chloride of mercury. 

The discarded portions of plaster 
bandage and excess of loose plaster 
should be cast away with household 
refuse. The water used for immers- 


DISPOSAL 
OF REFUSE 


ing the bandages should be decanted from the plas- 
ter paste in the bottom of the vessel and emptied 
into a sink or privy, which is then to be flushed with 
hot water, preferably from the tap. Under no cir- 


cumstances should the paste from the vessel be 
emptied into the waste-pipe, for it is likely to choke 
it up. The paste, if immediately attended to, may 


Fig. 10. Plaster of Paris cast removed in lateral halves, having been 
cut through front and back with mitre or Gigli saw. 


be loosened by shaking the vessel or by imparting a 
smart blow to it. If this does not suffice, or if the 
vessel be porcelain, the adherent masses may be 
lifted or scraped off with a piece of wood or a knife. 


Illustrating manner of reapplying the cast with adhesive 
straps. 


Fig. 11. 


The addition of water, hot preferably, will aid in 
loosening the plaster. The whole mass is to be 
thrown away with other household refuse or to be 
incinerated in a furnace. 

(To be continued.) 


CUTANEOUS CORNU. 


If Prof. Keen says a mole should be removed, be- 
cause moles, like matches, are liable to start a con- 
flagration (cancer) at any time, then surely a cuta- 
neous cornu which ultimately results in an epithe- 
lioma should be removed by electrolysis, since expe- 
rience has shown that if thus treated it will never 
return and all future danger of future growth is 
completely obliterated—H. P. Fitzpatrick in Am. 
Jour. Progressive Therapeutics. 
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THE RELATION OF MALPOSITION OF 


THE UTERUS TO ENDOMETRITIS. 
By Dr. BENNO MULLER, 
HAMBURG, GERMANY.. 


(Translated for the AMERICAN JOURNAL OF SuR- 
GERY. ) 


Malpositions of the uterus play an important rdle 
in the treatment of gynecological troubles, because 
of the intimate connection between inflammatory 
processes of the uterus and malpositions of this 
organ. Either of these pathological conditions may 
be referable to the other, and, therefore, some small 
therapeutic measure, such as the correction of a 
faulty position, may rapidly lead to the cure of a se- 
vere inflammatory process, and vice versa, by keep- 
ing these facts in mind, malpositions, as a sequel to 
endometritis, may also be prevented. It happens 
too freqently that the physician commits sins of 
omission, which rob him of his claim to being a good 
therapeutist. As it is important to recognize the 
mutual relationship of these pathological conditions 
of the female genitals, the following short exposi- 
tion of the subject may not prove unwelcome. For 
the general practitioner it is especially important to 
be familiar with all the bearings of these relations, 
otherwise he will fail to grasp the proper time for 
interference, or will be unable to decide upon the 
correct measure to be undertaken, with resulting 
detriment to the patient. 

Malpositions of the uterus are of various kind, 
as there are four principal directions toward which 
the uterus can deviate, and of these there are two 
which are of chief importance and greatest fre- 
quency—anteriorly toward the symphysis, and pos- 
teriorly toward the rectum. The two, just men- 
tioned deviations are important not only because of 
their more frequent occurrence, but also because of 
the more serious and annoying symptoms produced 
by them. Let us consider the most important mal- 
position, that toward the rectum, retroflexio uteri. 

Retroflexion consists in a deviation of the uterine 
body away from its normal inclination toward the 
bladder, backward toward the sacrum, the axis-of 
this flexion centering in the neighborhood of the in- 
ternal os. Retroversio, retroversio-flexio, retro- 
flexio mobilis and fixata represent successively in- 
creasing degrees of this abnormal position. In 
retroversion no bending at the internal os has as yet 
occurred, the uterus as a whole has, so to speak, 
sunk back, as far as the relaxed condition of the 
parametria permits. Only minor changes in the re- 
lations of the pelvic viscera are produced, however, 


the fundus resting, not upon the bladder as under 
normal conditions, but turned toward the sacrum, 
the cervix, which in these cases forms a direct pro- 
longation of the uterine body, pointing downward 
and forward in the vagina. The uterus, as a whole, 
is changed in its relative position, but is otherwise 
unaltered. Retroversio-flexio represents a condition 
of the uterus in which there is an increase of the 
backward displacement of the fundus, the increase 
being due to a slight angle with its apex at the level 
of the internal os. The long diameter of the uterus 
is, therefore, no longer a straight line, but is now re- 
presented by an obtuse angle open posteriorly. The 
fundus rests lightly upon the rectum. A more ad- 
vanced degree of this malposition is termed retro- 
flexio uteri, the long axis of the cervix and uterine 
body forming a right angle with resulting angula- 
tion at the internal os. The various grades of retro- 
flexion are measured by the acuteness of the angle 
formed by cervix and corpus uteri. The acuteness 
of this angle may vary between 100° and go° and 
may sometimes reach even 30° to 40°; at times the 
long diameters may be parallel if the uterine body 
lies in the lowest part of Douglas’ cul-de-sac close 
to the cervix, but this occurs only in the most ex- 
treme degrees. In those cases in which the uterine 
body is fixed in Douglas’ pouch, no matter whether 
as the result of adhesions, or through impaction be- 
tween the cervix or vagina and the rectum (or 
coccyx and sacrum), the condition is termed retro- 
flexio fixata. If, on the other hand, the body of the 
uterus is movable, and assumes the above position 
as the restilt of the direction of pressure, etc., the 
retroflexion is called mobile. There is a frequently 
met an intermediate condition, in which some de- 
gree of mobility is permitted by stretching of the ad- 
hesion, the limit of motion being governed by the 
length of the adhesions. 

In connection with endometritis, retroflexions are 
of far greater importance than retroversions, as the 
abnormal position of the uterine fundus, or rather 
uterine body, occasions venous and lymphatic stasis 
with consequent hyperemia and hypertrophy. The 
direct result of the stasis is hyperemia of the uterine 
mucous membranes and subsequent hypertrophy 
leading to hemorrhages from the mucosa, which 
evince themselves as a prolonged and profuse men- 
struation. Another sequel is a benign catarrh of the 
hyperemic endometrium, which usually, however, 
sooner or later becomes more serious in character 
when bacteria gain access to the uterine cavity. In 
the early stages of the disease the mucosa is wont 
to remain healthy, but as the hyperemia continues 
and increases, progressive edema is produced and in 


; 


16 AMERICAN 
JOURNAL OF SURGERY. 


MULLER—ENDOMETRITIS 


January, 1906. 


turn occasions discharge. As soon as the vaginal 
bacteria reach thic softened, vascular mucous mem- 
brane they find an optimum culture medium, and at 
once reproduce in great numbers, clinically occa- 
sioning an hemorrhagic, suppurative endometritis. 
If the retroflexion is corrected soon after its incep- 
tion and the uterus replaced in its normal position, 
the hyperemia and hypertrophy at once disappear ; 
the catarrh and inflammation of the endometrium 
also spontaneously regressing. Should the condi- 
tion have been allowed to continue for a longer 
period, as, for instance, for one or more years, be- 
fore the malposition is relieved, the pathological 
changes will have progressed so far in the endo- 
metrium, and also have affected the uterine muscle 
to such a degree, that replacement of the uterus will 
no longer suffice to relieve or cure the inflammation. 
Although the endometritis will require special treat- 
ment, the first and all-important step will consist 
in reduction of the malposition, as all other thera- 
peutic measures will otherwise prove unavailing. 
Exceptionally patients are found who have a well- 
marked retroflexion without endometritis and, 
therefore, without the symptoms of this trouble. 
Such women may be unconscious of retroflexion. 

In this category should be placed all women who 
either congenitally, or from puberty, have had their 
uterus in a retroflexed position, in whom, therefore, 
the retroflexion represents, so to speak, the physio- 
logical position to which the blood- and lymphatic- 
vessels have adapted themselves. These women 
pass through life without any untoward symptoms. 
Some gynecologists have seen fit to regard retro- 
flexion as the normal position of the uterus and de- 
cline to ascribe the above mentioned changes to this 
cause. But as has been shown, and as will be ampli- 
fied below, retroflexion cannot be justly termed the 
normal position, nor can its etiological relation to 
endometritis be denied. 

There are some women who acquire a retro- 
flexion, and thereupon suffer with a passing hemor- 
rhagic endometritis. After a few weeks a collateral 
blood and lymph circulation develops, which replaces 
the vessels compressed by the body of the uterus, 
and as soon as normal circulatory conditions are re- 
established in the genital sphere, the hyperemia, and 
with it the symptoms, disappear; the woman again 
feels well and the menses become normal and undis- 
turbed. These patients are again healthy, and 
though the retroflexion persists for the rest of their 
lives, it remains latent. Needless to say these cases 


are uncommon. 
Quite frequently young women, five or six years 
after puberty has been reached, are troubled by 


annoying symptoms referable to their pelvic organs, 
although they have never had sexual intercourse. 
Examination will show that retroflexion exists, and 
in its train, a mild remorrhagic endometritis. If the 
malposition is corrected,the endometritis at once dis- 
appears. The sudden onset of the symptoms repre- 
sents the culmination of a chain of events: The retro- 
flexion dated from birth, but until the increased size 
and vascularity incident to puberty occurred, it 
caused no symptoms. Even after puberty, the 
changes were of too trivial a degree to at once pro- 
duce, symptoms, but with the progress of sexual 
development and maturity, in the course of two or 
three or more years, the hyperemia increased until it 
occasioned discomfort and actual disease. There- 
fore, the physician will be consulted by these young 
girls, whom he can cure, within a short period, by 
correcting the uterine malposition. 

It will be of interest to consider the causes of 
retroflexion. In some cases, as has just been stated, 
it exists from birth; the position dates from the 
earliest development of the genital tract, and al- 
though abnormal for most individuals, it is physio- 
logical in these instances. As a matter of course the 
blood- and lymphatic-vessels have adapted them- 
selves to the change, no symptoms are produced, and 
the condition is discovered only by accident. In 
such cases the retroflexion should not be corrected 
as anteversion would represent an abnormal posi- 
tion, if produced by force. Cases of this kind are 
uncommon. 

In many other cases retroflexion must be re- 
garded as a pathological position, resulting from a 
displacement from the normal anteversion. Among 
these should be classed the cases of congenital retro- 
flexion which ultimately produce symptoms and 
which, therefore, require replacement, as was pre- 
viously mentioned. 

Other causes of retroflexion are pregnancies, 
abortions and inflammations, also tumors of, or in 
the vicinity of, the uterus. Many retroflexions are 
occasioned by pregnancies and abortions. The con- 
dition has been ascribed to the long continued dor- 
sal position assumed during the puerperium, a time 
in which the uterus is undergoing involution. At- 
tempts to prevent the malposition by changing the 
patient’s posture by having her lie face downward, 
or on her side, fail because no woman will 
submit to the discomforts of such long con- 
tinued abnormal position. In the cases in which 
retroflexion existed before pregnancy, and in which 
it is justified to assume that the same trouble will 
recuir, we must attempt to forestall the malposition 
by massage (daily, bimanual), and later by the in- 
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troduction of a pessary. Should these precautions 
be neglected the uterus will fall backward and the 
train of symptoms, already described, will develop. 
Shortly after labor other pathological conditions 
must be considered, for the still enlarged puerperal 
uterus may be displaced backward between the cer- 
vix and the sacrum, and may be prevented from ris- 
ing into the abdomen by a full bladder and rectum. 
The incarcerated uterus at once becomes hyperemic 
and swollen, the patient suffering from severe pain, 
nausea, etc. Prompt reposition will afford immedi- 
ate relief ; occasionally it will be found necessary to 
use an anesthetic. 

Other etiological factors are most frequently re- 
ferable to adhesions arising from perimetritis or 
pelvic peritonitis, a common sequel of which are ad- 
hesions which bind down the uterus in its retro- 
flexed position. Other varieties are due to diseases 
in the neighborhood of the uterus. Occasionally 
tumors, such as fibroids, etc., may produce the con- 
dition, though they are more apt to cause deviations 
forward or laterally. 

In general practice, most of the cases of endo- 
metritis met with by the physician are a sequel to 
malpositions, especially to retroflexion. A limited 
number, however, begins with endometritis, which 
arises from inflammatory affections of the para- 
metria, or from exudates in the posterior cul-de-sac, 
the retroflexion being secondary, though usually the 
opposite sequence is observed. 

At least half of the women who consult a physi- 
cian for genital ailments, suffer from endometritis, 
and generally speaking, two-thirds of these endo- 
metritides are complicated by retroflexion. Of thirty 
patients, who lately consulted me for endometritis, 
twenty had retroflexion, apparently acquired after 
labor or abortion; at least no other etiological factor 
could be discovered, the endometritis secondarily 
developing, as was explained above. Fourteen of 
the twenty patients certainly acquired their trouble 
immediately after childbirth or abortion, and, as no 
fever was noted during the puerperium, it is unlikely 
that the endometritis arose from retained placenta 
or membranes. The first measure, is, of course, 
correction of the malposition, but immediate cure 
of the endometritis cannot be expected. When the 
primary cause has been removed, the physician’s 
further task of improving the condition of the endo- 
metrium really begins. If the retroflexion is of 
short duration, correction of this pathological posi- 
tion may suffice, if of one or two years’ standing 
the inflammation will prove resistant to treatment 
for a long time. Some of the cases in my own 
practice had existed for five or more years, in- 


cluding several very stubborn and deep inflamma- 
tions, but all of those in which a retroflexion was 
also found, were eventually cured, and now enjoy 
good health after having been relieved of their 
long endured discomforts. 

There are cases, particularly those of long dura- 
tion, in which it proves impossible to at once cor- 
rect the malposition, because the musculature has 
become hard and inflexible from metritic changes. 
Even pessaries are of no use. In these cases mas- 
sage, patiently and conscientiously applied, will 
gradually restore the flexibility and reduce the hard- 
ness, so that after the endometritis has also been im- 
proved, the uterus can be replaced, and kept in its 
normal position. Of course, a certain number ot 
cases will resist all our efforts, and in these operative 
interferences will be required. Should’ no extensive 
adhesions be present, the Alexander-Adams opera- 
tion is indicated; should adhesions be found, either 
a laparotomy with breaking up of the adhesions and 
ventrofixation may be performed, or a similar result 
may be obtained by opening through the posterior 
vaginal fornix, breaking up the adhesions and, if 
necessary, also doing vaginal plastic work. 

The foregoing has shown how important and inti- 
mate the relation of endometritis and retroflexion 
really is. The other malposition, such as anteflexion 
and lateral displacements, are of comparatively minor 
significance; they never occasion serious vascular 
changes, and, therefore, the uterus does not un- 
dergo as advanced pathological alterations as in 
retroflexion. Rarely, when fixed by adhesions, even 
these malpositions may produce serious symptoms, 
but treatment will prove less difficult. All these 
conditions are infrequent and bear no relation to 
endometritis. 

Again, there are cases in which the origin is not 
as clear as those described, but only in rare instances 
will the physician be unable to discover the etiol- 
ogy. The many failures in the treatment of endo- 
metritis, in most instances are referable to lack of 
careful analysis of the underlying condition and con- 
sequent inability to apply the correct therapy. If 
the physician only will take into consideration the 
various conditions dealt with in this sketch he will 
successfully cope with the majority of cases of endo- 
metritis. 


A tongue depressor with an oval opening in it is 
much better than one made solid. The small part of 
the tongue that presses through the opening does 
not obstruct your view, but the same amount bulging 
up at the sides hides considerable that would other- 
wise be seen.—Ex. 
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SOME REFLECTIONS UPON INGUINAL 
HERNIA.* 
By Cecit A. Butter, M.D., 
HOHENWALD, TENN., 


Member of the Indiana State, Tennessee State and 
American Medical Associations, 


This subject is one concerning which the litera- 
ture is exhaustive, and the operation for correcting 
the condition is as frequently modified as in any case 
that confronts the operator. Inguinal hernia, in the 
large majority of instances is rendered possible 
through anatomical imperfection of the abdominal 
wall. Perhaps nowhere in the human economy is 
nature so deficient as at the exit of the spermatic 
cord from the abdomen. 

The emergence of the cord at a point well down, 
where the natural expansive pressure is great, where 
gravity is a factor and where the musculature sur- 
rounding and covering the cord is least secure, in- 
vites the presence of the hernia within the spermatic 
canal. 

At the internal abdominal ring no great amount 
of pressure is necessary to so stretch and lacerate 
the muscular fibers and separate and push aside the 
areolar tissue as to allow the entrance within the 
spermatic canal, of a small loop of intestine or seg- 
ment of omentum which, when encouraged by intra- 
abdominal pressure and gaseous distention, explores 
the canal, traverses its entirety and emerges from 
the external abdominal ring. 

As the loop of gut passes on in its course it car- 
ries before it as a covering from within outward, 
the peritoneum, subserous areolar tissue, infundi- 
buliform fascia, cremaster muscle, intercolumnar 
fascia, superficial fascia and skin. Having sepa- 
rated the walls of the spermatic canal by lacerating 
their areolar tissue connection, the hernia is limited 
in its progress by the following factors: the tension 
of its coverings, the intraabdominal omental traction, 
and the more or less infundibuliform shape of the 
canal. 

The descent of the hernia is hastened by any 
condition that will increase intraabdominal pressure 
or direct an injury to the abdominal rings or the 
spermatic canal. 

Once started, the hernial sac proceeds slowly and 
steadily, unless the original productive accident is 
sufficiently severe to produce a spontaneous com- 
plete rupture, which latter condition is far less fre- 
quent than the former. Through repeated descent 
and replacement the hernia gradually enlarges the 


_ * Read at a Joint Meeting of the Hickman and Lewis County Med- 
ical Societies, at Centreville, Tenn., November 7, 1905. 


two abdominal rings and the intervening canal until 
the finger of the examiner can be easily passed 
within the canal, and in some instances, even into 
the abdominal cavity through the internal ring. 
Ordinarily the older the hernia the larger the 


- Opening and the more patulous the covering, allow- 


ing a great mass of intestines and omentum to 
emerge from the abdomen and to drop to a more or 
less permanent position in the scrotum. It seems 
that there is practically no limit to the size that a 
hernia may reach, especially in very obese subjects. 
Particularly in those past middle life, do we find 
hernize of enormous proportions. 

It has been my observation that direct inguinal 
hernia, having produced a wholly artificial exit from 
the abdominal cavity, internal to the epigastric ar- 
tery, proves more difficult to handle and, if possible, 
more serious symptoms than does the oblique vari- 
ety. Having torn its way through the abdominal 
wall where nature has not placed the least vestige 
of an opening, it passes outward and downward to 
practically the same position that is common to the 
other type, except that it does not include the cre- 
masteric fascia as a covering. Because of the great 
injury to the abdominal wall, the resultant cicatrix 
surrounding the neck of sac forms an unyielding 
ring that renders incarceration frequent. 

Cicatricial formation within the hernial canal in 
either type, supplemented by fermentative indiges- 
tion and constipation, serves to transform a simple 
reducible hernia into an irreducible and strangulated 
form. The sac becomes filled with feces and gas, 
and the inelastic window, together with intraab- 
dominal and intrahernial pressure, and a probable 
excited muscular contraction about the site of the 
rings, serves to suppress or entirely cut off the blood 
supply and to so irritate the nerves within the con- 
striction that the patient suffers great pain. Because 
of the perverted nerve function the many classic, 
reflex symptoms are produced, causing great anxiety 
on the part of patient and friends, and if not relieved 
within a few hours a fatal result may be anticipated. 
Death usually occurs from peritonitis induced by 
necrosis of the sac and the propagation and ab- 
sorption of the resulting toxines. 

While elective treatment is far preferable to emer- 
gency treatment, whether ambulatory or surgical, 
the latter is most frequently necessitated, so I shall 
call your attention to that alone. 

Being confronted by a more or less complete in- 
guinal hernia of only a few hours’ standing, the 
first attention due the patient, and in fact all con- 
cerned, is its reduction. Preparatory to this, have 
the lower bowel thoroughly emptied by enemata and 
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the regional skin carefully cleansed with soap and 
water. The. patient should then be placed upon a 
table the foot of which has been raised twelve or 
fourteen inches, when the operator, standing with 
his back toward the patient’s head, carefully grasps 
the tumor with one hand and places the other over 
the neck of the sac and along the course of the canal. 
The patient’s legs being flexed, by gentle manipula- 
tion, with the general trend of pressure in the direc- 
tion of the iliac fossa on the same side as the hernia, 
keeping in mind the course that the sac followed in 
its descent and retracing it step by step, the sac is 
gradually emptied of its contents. 

Usually by a few minutes of patient, careful work 
the sac is sufficiently reduced in size to allow it, by 
the help of gravity because of the patient’s position, 
to drop back into the abdomen. 

Failing in this maneuver my next resort is to a 
remedy that has proven of invaluable service to me. 
While empirical, it is simple and deserves your at- 
tention. Literature fails to state definitely the name 
of the originator, but whoever he may have been 
his method is not without its good features. The 
simplest application of the method is this. Place a 
liberal coating of vaseline over the skin surrounding 
the hernial tumor. Make an absorbent cotton pad 
large enough to cover the tumor, place it in position 
and saturate it with ether. Cover with a few layers 
of paper to exclude the air and so retard evapora- 
tion. This should be allowed to remain in position 
until the ether has almost evaporated ; then remove 
the pad and proceed with your original manipulation 
and you will be surprised at the result. The therapy 
of the employment of the ether is a matter of dis- 
pute, but it is generally conceded that it depletes the 
local vessels and causes relaxation of the constric- 
tion with a probable excited contraction of the longi- 
tudinal muscular fibers of the gut. 

Before attempting reduction under general anes- 
thesia it is well to make all preparations ‘for a radi- 
cal operation, because anesthesia offers no great ad- 
vantage over the other non-operative procedures. 

After thorough aseptic preparation of the opera- 
tive field the first item in the operation is the relief 
of the constriction about the neck of the sac and the 
reduction of the sac. 

Since the time of Percival Potts the radical cure 
of hernia has been accomplished with varying de- 


' grees of success, but modern surgery has practically 


reached the goal. 

We must remember in this consideration, how- 
ever, that beside the mere reduction of the hernia by 
the open method, we have before us other conditions 
of great importance that demand our attention, viz., 


the disposition of the hernial sac and the spermatic 
cord, and the repair and reinforcement of the ab- 
dominal wall. To accomplish this many operators 
have studied, modified and greatly improved the 
early operations, which, however, deserve immortal 
credit. The operation that has appealed to me most, 
and which I have, with some modifications, em- 
ployed exclusively, is that of Halstead, which in the 
main, consists in building a new abdominal ring and 
a new canal, rather than attempting the repair of the 
old. The Johns Hopkins operation, which is a re- 
cent modification of the original of Halstead, is espe- 
cially meritorious and will prove a popular pro- 
cedure. 

In Halstead’s original operation the cord is dis- 
placed slightly upward and outward from its orig- 
inal point of exit from the abdomen, lies upon the 
aponeurosis of the external oblique muscle and is 
covered by superficial fascia, fat and skin. 

The operation, as I perform it, is as follows: A 
skin incision is made parallel to Poupart’s ligament 
and three-fourths of an inch internal to it, extending 


*Poupart’s La 


Transversalis 
Fig. 1. Incision in the internal oblique. Ligation of the sac. 


from a point slightly beyond the internal abdominal 
ring to the spine of the pubes. The subcutaneous 
tissues are divided in their turn the full length of 
the skin incision. The external oblique is first in- 
cised parallel to the direction of its own fibers, then 
the internal oblique and transversalis are cut, and 
finally the transversalis fascia having been divided, 
the spermatic canal is fully exposed from the in- 
ternal to the external abdominal ring, thus bringing 
into view the cord. The vas deferens is isolated 
and if there is any tendency to enlargement of its 
accompanying veins all but two or three are ligated, 
above and below, and dissected out. 

The subcutaneous incision is now usually ex- 
tended five-eighths of an inch or more beyond the 
internal ring, (Fig. 1, z) in order to release the con- 
striction and to get firm fresh tissue from which to 
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build the new exit for the cord. Following this the 
sac is opened, its contents carefully examined and 
replaced within the abdomen. A ligature of catgut 
is now passed around the neck of the sac close to the 
internal ring and the sac is cut away. The ends of 
the ligature which have been left long are threaded 
separately through long curved needles, passed eye- 
end first through the abdominal opening alongside 
of the stump of the sac and brought out a quarter of 
an inch apart through the internal oblique 
at a point one and one-half inches internal to the 
upper angle of the incision, where gentle traction is 
made to draw the stump of the sac away from the 
field of operation, when, by tying the ligature, the 
stump is held in a permanently displaced position. 
(Figs. 1 and 2.) 


of Stumlp of Sac 


"Pouparts 


Cord transplanted. Formation of new canal. Transplantation 
of strip of external oblique. 


Fig. 2. 

Any cicatricial mass or tissue of questionable vi- 
tality is now dissected away from about the old in- 
ternal abdominal ring. 

Each muscular layer is sutured separately, allow- 
ing the edges to overlap as much as the tension will 
allow, until the external oblique is reached. To 
this I choose to give especial attention. 

The late Indianapolis surgeon, Wm. V. Morgan, 
than whom there has not been a more practical oper- 
ator, devised a method for holding the cord in place 
in its new position, minimizing the danger of a re- 
curring hernia, and at the same time holding the 
cord securely without danger of injury. The 
method is this. Instead of suturing the aponeurosis 
of the external oblique in a direct line, as in case of 
the other layers, a strip one-half inch wide and one 
and one-half inches long is cut from the internal 
border of the external oblique at a point directly 
opposite the site of the new ring, (Fig. 1, +) leav- 
ing ihe upper end of the strip fast and passing the 
loose end under the cord and suturing it to the su- 
perior surface of Poupart’s ligament. (Fig. 2.) This 
gives a firm ring with the fibers running cross-wise 


to the direction of greatest strain. The remainder 
of the aponeurosis is sutured below this loop in the 
same manner as the underlying structures, using silk 
or fine silver wire. (Fig. 2.) 

This method was employed by Morgan for two 
years prior to his death and since that time by my- 
self, altogether in more than fifty cases, with uni- 
formly good results. 

The hernia now having been reduced, the stump 
of sac displaced, away from the operative field, the 
cord located upon its new bed and the hernial open- 
ing obliterated, all that remains to be done is to 
suture the skin firmly with kangaroo tendon and ap- 
ply a dry dressing. 

In case of prolonged incarceration of the hernia 
producing necrosis of the sac, it will be necessary 
to make a resection of the gut and do an end-to-end 
anastomosis. This is best accomplished through 
a new abdominal incison two and one-half inches 
above the hernial incision, and must be done immedi- 
ately following the hernia operation. 

My experience has been confined to three cases of 
intestinal anastomosis, each of which was accom- 
plished by the use of the Murphy button. 

In uncomplicated radical operations for inguinal 
hernia the patient should be able to work in three 
weeks. 


Urinary CALCULUS. 

“Cystoscopy, catheterization of the ureters, with 
the wax tip catheter for the female, analysis of the 
separately collected specimens of urine, and radio- 
graphy, have increased the possibilities of establish- 
ing the definite diagnosis of the presence of a renal 
or ureteral calculus to such an extent that the sur- 
geon nowadays generally attacks these cases, not in 
an exploratory manner, but with the full expectation 
of finding the stone, the presence and location of 
which he has been able to determine beforehand. 
However, that this satisfactory condition of affairs 
does not exist in every case, we all know. The 
obesity of a patient, the penetrability of the calculus 
by the x rays, lack of proper experience and dex- 
terity of the radiographist, deceiving shadows in 
the negative, etc., are factors, any one of which may 
mar the result of this preliminary examination, and 
hence render uncertain or even impossible the diag- 
nosis by means of the rays. On the other hand, 
cystoscopy and catheterization of the ureters alone, 
without the aid of the rays, cannot always be abso- 
lutely relied upon to establish the diagnosis of cal- 
culus in the upper urinary tract, especially in the 
male subject.”—Willy Meyer in the New York 
Medical Journal. 
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INSANITY A SYMPTOM OF OLD FRAC- 
TURE OF SKULL. OPERATION. RE- 
COVERY. A MEDICO-LEGAL CASE. 

By JoserH E. CHamsers, M.D., 

Chief Surgeon of the Cosmopolitan Sanitarium, 

ST. LOUIS. 


About the first of last July, I was requested to 
visit an inmate of the St. Louis City Insane Asylum 
by some of his friends. I was called as a surgeon 
for I make no pretense whatever to experience in 
treating mental diseases. These lay friends of the 
patient had in some manner conceived the idea that 
his case came within the domain of surgery. His 
case had been pronounced incurable in two asylums 
(the St. Vincent and the St. Louis City Insane Asy- 
lums) and as it is the custom of our City Asylum to 
shortly convey all patients pronounced “incurable” 
to the “incurable ward” of the “poor-farm,” his 
friends became desperate. They tried to connect 
with his insanity an injury he had received to the 
head more than three and a half years before the 
symptoms began to develop. I explained that he 
had passed under the examination and observation 
of several of our best mental experts, and that if the 
injury had been a factor in the condition they cer- 
tainly would not have overlooked it. The friends, 
however, had determined not to be satisfied until I 
examined the man. I found him—W. J. M., age 37, 
a member of our metropolitan police force, in a 
state resembling dementia with hysterical melan- 
cholia, face florid but emaciated, and pupils ex- 
tremely dilated, resembling the dilatation of glyco- 
suria. These were the various phases of his expres- 
sion as it appeared to me. It was indeed a strange 
combination. Unused as I am to contact with the 
insane or to the diagnosis of mental diseases, never- 
theless, I was sure from the time I first looked into 
his face that he had a functional derangement of the 
brain, instead of disease. A man may have a med- 
ley of strange, confusing or contradictory symp- 
toms in the functional derangement of an organ, but 
he cannot have a medley of contradictory diseases 
in the same organ at the same time. 

A physical examination of the cranium with ordi- 
nary manual pressure revealed no sensitive area. 
When I exerted extra force—say a pressure of 
thirty or forty pounds with the ball of the thumb, I 
found a sensitive area, with all the signs of a recent 
fracture in the right parietal eminence about two 
inches from the crown. Examination of this area 
caused the patient to shrink down in seat, his face to 
pale, his eyes to become glassy with a fainting ex- 
pression, his pupils to dilate further. It also pro- 


duced heart weakness and a general appearance of 
collapse. From all these symptoms he soon recov- 
ered when ‘pressure was removed. This repeated 
several times convinced me that there was bone 
thickening or endo-ostosis from an old fracture. 
History: The history elicited from various 
sources was indeed a peculiar one. About four 
years previous, while walking his beat in one of the 
river districts, the patient was set upon by thugs, 
one of whom, snatching his club, beat him over the 
liead. In the scuffle he managed to get his revolver 
and succeeded in killing one of the ruffians. Horri- 
fied by their work, they ran, leaving him insensible, 
their dead companion within a few feet of him. 
Other police soon arrived and conveyed the patient 
to the City Dispensary. Here he revived, had a 
scalp wound two and one-half inches long closed, 
and was pronounced free from serious injury. The 
next day he went to work as usual and continued in 
regular duty for three years and nine months, when 
he suddenly became wildly maniacal. On account of 
his bravery and honesty, he had been frequently de- 
tailed to do special police work and was so detailed 
at the grounds during the World’s Fair. The break- 
down came about three months after the Fair closed. 
About six months preceding the insanity, he began 
to notice some visual defects and consulted an ocu- 
list who treated him for a time and fitted him with 
glasses. This may or may not have been the dila- 
tation of pupils which caused the defect. But no one 
then thought of connecting the defect of vision with 
the injury. It is at least safe to say that he remained 


a well man in every perceptible particular for over . 


three years after the injury. When I first saw him, 
he had been insane about three months and the 
maniacal symptoms with which he was first stricken 
had passed away. He was first confined in St. Vin- 
cent’s Asylum for seven weeks, for about five of 
which he was in a straight-jacket. Then he became 
milder and morose and was pronounced incurable. 
He was then taken to the City Insane Asylum. The 
diagnosis was there changed from acute mania to 
acute dcmentia, and the verdict “incurable” re- 
mained. There had been rapid emaciation, the 
patient having lost about sixty pounds in weight 
(from 230 to 170) in three months. His rapid loss 
cf fiesh was considered by some as the strongest 
evidence of acute dementia (brain softening), but to 
me it was but an evidence of malnutrition from 
cerebral disturbance. 

When I communicated to his wife and friends my 
opinion that in spite of the gravity of his case, 
surgery still held out a hope, they were unanimous 
in their desires for me to operate. Herein came the 
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legal aspect of the case. I informed them that under 
no condition would I operate on an irresponsible 
man without the permission of the probate court 
under whose jurisdiction he legally came when 
reason was dethroned. To do so would be to lay 
myself liable to all manner of damage suits from 


The skin flaps. 


relatives (minor children) in case he did not re- 
cover. In case he did recover, I could not collect 
my fee should he refuse to pay. I told them the 
only way possible would be to go into court and ask 
that a guardian be appointed. The guardian could 
then employ me iegally to do the operation. In 
such case, the patient would then have to assume the 
natural risks incident to the operation; I, of course, 
undertaking to relieve by surgery, and if skilfully 
done, my responsibility would there cease the same 
as on a sane person who had himself authorized it. 
They saw the wisdom of my demand, and readily 
consenting, asked for a guardian. This brought up 
another and very serious problem, or one at least 
which might prove serious to the patient. This case 
had been a strange and extraordinary one and I had 
made a bold and extraordinary diagnosis recom- 
mending heroic surgery. The alienists were, likely, 
as positive that their diagnosis was correct.as I was 
of my own. Fortified by numbers and strengthened 
by the fact that all of them had reached the same 
conclusion, that the man was incurable, I could not 
hope to convince any of them that they were wrong. 
When I appeared in open court before a jury to try 
to convince them that this man yet had a chance to 
be restored to mental health that he should not be 
deprived of, I fully realized the weight of evidence 
and strength of medical fame that had to be over- 
come. I also knew that all the evidence would 


show that he was insane and consequently out of my 
line of practice. I recognized as well that my evi- 
dence might put me in a false light and give the 
jury the impression that I was reckless and danger- 
ous and seeking the case for a fee simply because I 
had seen the opportunity. Every word that I uttered 
had to be carefully weighed, for a human life was in 
the balance. 

All witnesses agreed that he was insane. The 
medical testimony other than my own stated that he 
was incurable and could live but a short time. My 
evidence reviewed the history of the case that I had 
obtained, stated his symptoms at examination and 
my diagnosis, and advised that the depressed bone 
be removed. I stated that in case it was skilfully 
done, I considered that he had about ninety-seven 
chances out of a hundred to survive the operation, 
but only about forty chances out of a hundred to 
recover his reason even if the depressed bone was 
properly located and removed. 

The jury decided, and to my surprise without 
hesitation, that a guardian should be appointed. I 
then called in consultation Dr. I. H. Cadwallader 
and my assistant, Dr. E. A. Shay. They verified my 
diagnosis and approved my determination to oper- 
ate. Accordingly, I had the patient removed to a 
hospital where, after about ten days’ treatment with 
alteratives, I considered his condition safe 
enough for operation. On July 18th, just four 


The periosteum flaps. 


years and three days after the injury, assisted by 
Drs. Cadwallader, Shay and others, I chiseled out 
the bone pressing on the brain. It was necessary to 
use strategy and much persuasion in order to ad- 
minister the chloroform. It had to be given before 
the head could be shaved and prepared for opera- 
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tion. The incisions were made down to the skull 
cutting through the periosteum. They crossed at 
the center of the sensitive area making four right- 
angled-triangular flaps. Then the points of the four 
flaps were turned back and carefully disected, so as 
to leave as much connective and vascular tissue 


Fig, 


G 


Outline of bone area removed. 


adhering to the periosteum as possible. Fig. 1 
shows how the flaps were dissected back. The peri- 
osteum with its adherent connective tissue was then 
separated from the bone. These inner flaps were 
then turned back as shown in Fig. 2. A well-marked 
line of the old fracture was then brought to view, as 
shown in the same figure, almost parallel with the 
great longitudinal sinus and about two inches to 
the right of it. The operative field was now laid out 
with the flat chisel points, using the small round 
chisels for the corners. 

Fig. 3 very plainly represents the field of opera- 
tion after it had been laid out and the bone had been 
cut about one-third through, the furrows always 
being deeper on the sides than on the end until the 
cavity was penetrated. The outer table was found 
to be thicker than normal and the inner table about 
three times its normal thickness. The opening into 
the cranium was about one and three-quarter inches 
by one inch. The inner table on the right side was 
found to be much thicker, for the reason that the 
fracture had diverged toward the right side, and it 
was thickest at the point barely within the margin 
of the opening. Just beyond the margin of the 
opening on the right side and projecting within the 
skull was quite a thickened portion of bone, which 
was carefully removed with the curved rongeur. 
After this, by the use of the straight rongeur, I 
trimmed out the inner plate on all the margins of 


the opening, giving it the appearance of an inverted 
hopper. The brain membranes were nowhere ad- 
herent to the bone and appeared perfectly healthy. 
Fig. 4 fairly represents the case completed, before 
the wound was closed. By changing the position of 
the head and inserting the finger on the various mar- 
gins of the opening, I detected and removed all 
bone pressure. Then after drying the wound thor- 
oughly with gauze, I closed the inner flaps with ten- 
day catgut sutures, leaving a small drain in the cen- 
ter composed of about six strands of the same cat- 
gut (Fig. 5). Then the scalp was closed by means 
of the same sutures and covered with about two 
ounces of dry acetanilid, over which was placed 
sterile gauze, and the head bandage was then ap- 
plied. This dressing was ailowed to remain for four 
days. 

As soon as the patient came out from under the 
influence of the anesthetic he was perfectly rational 
but quite feeble. He was kept quiet for two days 
before being allowed to be seen by any of his friends. 
He was then cautioned not to talk much with callers. 
At this time he had the appearance of one feeble 
both physically and mentally, but his mentality was 
otherwise perfectly rational. There was a marked 
improvement in his mental strength from day to 
day and no symptoms at any time of recurrence of 
insanity in any form, now that there was no longer 
pressure upon the brain. I observed, however, that _ 


The dura exposed. 


each time I dressed the wound, for the first twelve 
or fourteen days, and before new bone matter had 
been deposited, that a slight pressure would cause 
muttering and incoherent language. Thus it was 
by this slight pressure in dressing that I demon- 
strated and redemonstrated to myself and my assist- 
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ants that my diagnosis was correct and that it had 
been the pressure without any doubt which had 
caused the insanity. 

This was a source of much satisfaction to demon- 
strate and redemonstrate the actual cause of the 


Suture of the periosteum. 


insanity. Preceding the operation, there had been 
some of his friends as well as many physicians, who 
could not believe that so remote an injury could 
produce insanity. But now since his mind was per- 
fectly clear, but was easily temporarily clouded by 
manual pressure, none could say that his recovery 
was other than the result of the operation. 

He had been a great reader and was intensely 
interested in the Russo-Japanese war. Within five 
or six days after the operation, I found him reading 
a daily paper and asked him what news he was 
particularly interested in. He replied that he was 
trying to catch up with the news of the war that he 
had lost in the three months. 

The improvement was steady and rapid and he 
was able to leave the hospital at the end of three 
weeks and go home to his family. His physical 
improvement was as rapid as his mental improve- 
ment, and he had gained flesh perceptibly before 
leaving the hospital. At the end of about six weeks 
he had gained about thirty pounds in weight and 
appeared so much his former self that his captain 
requested that I permit him to resume his duties on 
the police force. At the end of ten weeks, I gave 
my consent and certified to his superiors on the 
force that he was a perfectly sound man. He ac- 
cordingly resumed his duties as a policeman on 
October 1st, and while he was yet legally under a 
guardian. On October 6th, the guardianship was 
removed by the court. On October 20th, the Board 


of Police Commissioners passed a resolution to pay 
him for the six months’ time he had lost, and one 
week later this same board passed relief bills for my 
services, for hospital and all court fees incident to 
the case, thus closing the most important medico- 
legal case with which I have ever been associated. 

This is the first time in the history of St. Louis, 
or perhaps in this country, where a man’s friends 
have had to go into the Probate Court to get per- 
mission to have a surgical operation done to save his 
life. 

This case presented peculiar and many trying 
aspects. First, after making a clear diagnosis, had 
I been less positive in my conviction, I would have 
shrunk from such an array of opposition in diagno- 
sis, or, at least, would have tried to evade being 
compelled to make a diagnosis and a probable prog- 
nosis in court. Second, had I been unable to pre- 
sent to the jury my opinions in a convincing manner, 
no matter how plain they appeared to me, the guar- 
dian would never have been appointed. Third, had 
I failed to properly locate the thickened portion of 
the skull, the operation would have been futile. A 
failure in either of these three essentials, to make no 
mention of minor details, would certainly have been 
fatal to the patient. It is difficult to realize the many 
trying positions in which I was placed to accomplish 


Fig. 6. Core of bone chiseled out, magnified three diameters. Old 
fracture on inner surface of inner table shows plainly in 
lower margin. 


the result, but the prize has certainly been worth 
the effort, for the patient is now about his former 
weight and is a fine specimen of physical and mental 
manhood.* 


* This is a striking and altogether interesting case. It is to be 
regretted that the author does not state more accurately the symp- 
toms of the patient preceding the operation, the presence or absence 
of peripheral sensory or motor signs, the condition of the fundi 
oculi, etc., that he does not describe the brain area actually involved 
in the pressure, and that he did not note the appearances beneath the 
brain membranes. 

The removal of the thickened bone and the immediate relief of 
mental symptoms and prompt gain in weight, certainly appear to, be 
cause and effect, but since the duration of the insanity and the time 
elapsed since operation, are each periods of but three months, it is 
too soon to be altogether satisfied that the patient is “cured.’’—Eb. 
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THE OPEN-AIR TREATMENT OF SURGI- 
CAL TUBERCULOSIS. 

A few months ago we called attention editorially 
(as a Surgical Suggestion) to the importance of 
securing to patients suffering with “surgical tuber- 
culosis” the same hygienic and climatic treatment as 
for those with the pulmonary form of infection. 
The necessity for this is slowly being recognized, 
but the principle is not generally appreciated. 

The otologist has long since learned that middle 
ear tuberculosis is a surgical noli me tangere, and 
that the best hope of cure rests in out-of-door treat- 
ment. Why has the general surgeon been slower to 
discover that the proper treatment of localized tu- 
berculosis is not only local? How often does it oc- 
cur to him to advise patients upon whom he has 
operated, for example, for tuberculous adenitis or 
teno-synovitis that their protection against recur- 
rence or dissemination of the infection lies in adop- 
ting, or at least in adapting, the open-air life? How 
often, in dispensary practice, are sufferers with one 
or other of the various manifestations of surgical 
tuberculosis, urged to change their tenement, for a 
suburban residence, or, at least, instructed in the 
means by which properly to secure an abundance of 
fresh air, day and night, and in the supreme im- 
portance of sunlight and nourishing food? 

We would advise all our readers to earnestly 
study the impressive lesson conveyed in the article 
on this subject by Professor Halsted in American 
Medicine, December 2, 1905. About fifteen years 
ago he courageously sent to Saranac Lake, in the 


Adirondack Mountains, a case of well-advanced 
Pott’s disease, with sinuses and an enormous waxy 
liver. Halsted reports the histories of this patient 
and of ten subsequent private patients suffering 
with bone, joint, lymph-gland and bladder tubercu- 
losis, who were made to lead out-of-door lives. 
These records make astonishing reading. They 
point the way to the intelligent treatment of tuber- 
culous infection, wherever the focus may be. They 
prepare us, even, to believe, with Halsted, “that 
most cases of surgical tuberculosis will recover 
without operation if they are given a fair opportu- 
nity in the open air.” 

It is to be noted that Halsted emphasizes “the im- 
portance for some patients of the 24-hours-a-day 
out-of-doors.” He cites that in one case “three 
months of the 24-hours-a-day treatment, on the 
coast of Maine, dissipated a mass of actively in- 
flamed and softened glands of the neck, the skin 
over which had rapidly reddened and thinned dur- 
ing the 6-hours-a-day treatment at the seashore fur- 
ther South.” He also urges this in connection with 
the desirability of rapid cures, especially in the bone 
tuberculosis of children, in order that growth shall 
be as little disturbed as possible. 

Not all cases of surgical tuberculosis can be sent 
away from home—not all of them need to be. But 
thousands of them in our hospitals can be given the 
benefit of the same sort of open-air treatment as is 
employed on the roof of the 1,300 foot corridor of 
the Johns Hopkins Hospital. Not all of the cases 
of surgical tuberculosis encountered in private and 
dispensary practice can be indulged even in this 
hospital adaptation of the out-of-door therapy— 
not all of them require it. But certainly every one 
of them can be, and should be, conscientiously and 
patiently instructed in the details of the home treat- 


"ment by fresh air, sunshine, good hygiene and nour- 


ishing food, that has saved many consumptives 
from death, and many members of their families 
from consumption ! 


THE HALOGENS AS ANTISEPTICS. 

Chlorine, iodine and bromine, the three most fa- 
miliar of the four halogens, are strongly bacteri- 
cidal; and this property has been employed in va- 
rious ways, at various times, for surgical purposes. 
“Chloride of lime” (more properly, chlorinated 
lime) has been used as a means of liberating chlo- 
rine, in house disinfection and in the disinfection 
of the surgeon’s hands. Aqua chlori is also used, 
sometimes, as an antiseptic eye wash in purulent 
ophthalmia. In open wounds the employment of 
chlorine is very limited. 
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Iodine is a most excellent medium for the sterili- 
zation of animal ligatures (Claudius). It is used 
with happy results in the treatment of indolent 
sinuses. It is a powerful surface disinfectant. The 
liberation of free iodine is the antiseptic virtue of 
iodoform, aristol and similar compounds. Senn 
sounds the praises of iodine solution for the irriga- 
tion of, and as a dressing for, suppurating wounds. 
But even free iodine, however liberally applied in 
this form, falls far short of being specific in the 
local therapeusis of suppuration. 

In Surgery, Gynecology, and Obstetrics, Decem- 
ber, 1905, H. E. Stroud endeavors “to set forth the 
value of bromine as an antiseptic of the highest or- 
der.” He reports two cases—one a foul, sloughing 
wound of the foot, the other a huge carbuncle of the 
neck and back—in which he employed, with gratify- 
ing results, an aqueous solution of bromine in the 
dressings. The cases are interesting, indeed, but 
they would be more convincing if it were evident 
that their cure were due chiefly to the action of the 
bromine. In one case no other dressing had been 
intelligently tried and seen to fail, and in both cases 
other surgical measures were also invoked. The 
volatile bromine solution is so disagreeable to handle 
that this, in itself, is enough to limit its applica- 
bility. 

We do not wish to discourage the search for 
more specific agents for local infections; nor do we 
mean to belittle the usefulness of antiseptics as ad- 
juncts in the treatment of suppurating wounds. 
After all, however, the chief field of the stronger 
antiseptics is in the sterilization of inanimate objects 
and in the disinfection of the unbroken skin. In the 
long run, the best “antisepsis” for infected wounds 
is the surgical application of certain mechanical 
principles—chiefly that of drainage. This includes 
the intelligent employment of dressings; by which 
we mean the selection of the proper form of dress- 
ing, rather than the choice of this or that dressing 
solution or powder. For the rest, the antisepsis 
must be left to the wound tissues themselves. 


MAGNESIUM AS AN ANESTHETIC. 


From the discovery of anesthesia to the present, 
the efforts to render its application as safe as pos- 
sible have been unceasing, and form one of the 
most prolific chapters in medical science. Koller’s 
ciscovery of local anesthesia by cocaine in 1884, 
was the first great advance. This method, how- 
ever, possesses three great disadvantages: its lim- 


ited field of applicability, the toxicity of the drug 
and the inability to accurately regulate the size of 


the dose. To offset the first disadvantage in a meas- 
ure, Bier suggested spinal anesthesia; to offset the 
second, chemists have given us less toxic drugs, 
such as beta eucaine, nirvanin, stovaine, etc. The 
third disadvantage has remained an unsolved prob- 
lem. 

An entirely new light has been shed on these 
problems by the recent discovery of Meltzer, an- 
nounced to the Academy of Medicine on December 
7th, and published in the Medical Record, Decem- 
ber 16, 1905, of the anesthetic and inhibitory proper- 
ties of the magnesium salts. He found that if, in an 
animal, a solution of sulphate of magnesium is ap- 
plied to a nerve, complete relaxation (paralysis) 
and anesthesia result peripherally, and if injected 
intraspinally, he obtained both peripheral anes- 
thesia and relaxation and later, general relaxation. 
These results were confirmed in human beings by 
the successful performance of seven operations 
under spinal injections of magnesium sulphate solu- 
tion. A particularly brilliant manifestation of the 
properties of this substance was obtained by Blake 
in a case of tetanus, where 115 c.c. antitoxin had 
been injected without result; the first injection of 
magnesium sulphate afforded relief in thirty-six 
hours, and after a few more injections the patient 
seemed to be cured. The technic consists merely in 
injecting into the spinal canal one c.c. of a twenty- 
five per cent. aqueous solution of magnesium sul- 
phate for every twenty pounds of body weight. 
The injection is to be given at least two hours be- 
fore the operation. 

The one great disadvantage of this method that 
has become apparent thus far, is that the anesthetic 
and toxic doses of magnesium sulphate are very 
close together; if, however, the dose can be ac- 
curately regulated, in the manner that Meltzer has 
described, this disadvantage may prove not to be 
so serious after all. This disadvantage is further 
minimized by the observation that the toxic effects 
are entirely confined to the respiratory center, and 
may be easily overcome by artificial respiration. 
Another method of neutralizing the toxic effects of 
magnesium may be had by irrigating the spinal 
canal with salt solution. Among the minor disad- 
vantages may be mentioned the necessity of 
catheterization of these patients, after operation. 
This may be only transitory, lasting one or two 
days, but in one case it lasted twelve days. 

Since Meltzer’s was only a preliminary report, 
we may expect new developments on this subject in 
a very short time. The field is certainly a broad and 
alluring one. What value it may have for surgery, 
time alone will show. E. M. 
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Surgical Suggestions. 


Before excluding glycosuria examine both morn- 
ing and evening specimens of the urine. 


When operating upon the ureter for calculus or 
stricture, avoid undue manipulation; it is important 
to prevent detachment of the ureter from its bed, 
if possible. 


Attacks of abdominal pain associated only with in- 
testinal symptoms, may nevertheless be due to a 
renal or urethral calculus, even though, in addition, 
a tender area may be palpated at a point more or 
less remote from the kidney regions. 


In a very acid urine red blood cells may be dis- 
integrated and appear under the microscope as an 
amorphous material. When it is important to de- 
termine the presence or absence of blood in the 
urine it is sometimes necessary, therefore, to resort 
to a chemical test, e. g., that with guaiac resin. 


A radiographic shadow simulating that of a urin- 
ary calculus may be produced by an atheromatous 
plaque, as, for example, in the internal iliac artery, 
by a phlebolith, or by a calcareous gland. 


If a cystic swelling in the scrotum is opaque 
when examined by the well-known transillumination 
test, especially if a history of traumatism is elicited, 
it may still be a hydrocele. Admixture of blood 
in the hydrocele destroys its translucency. 


Subiodide of bismuth dusted on an oozing granu- 
lating wound promptly stops the bleeding. It is also 
an excellent stimulant to the growth of epithelium. 


Collodion, commonly used to seal a puncture 
wound, as after aspiration, will not adhere if the 
spot is wet or bleeding. To obviate this, pinch up 
the skin, wipe it dry, apply the collodion and con- 
tinue the compression a minute or so until the collo- 
dion has begun to contract. 


Enlargement of the veins at the sides of the ab- 
domen is indicative of obstruction to the flow of 
blood in the inferior vena cava; distention of veins 
about the umbilicus suggests obstruction in the por- 
tal circulation. The former may be associated with 
varices of the lower extremities, the latter with 
hemorrhoids. 


If the cause of pain in the feet is not otherwise 
clear, examine them in the dependent position. This 
may develop the presence of erythromelalgia. 


Do not be too hasty in ascribing the cause of pain 
in the tendo Achilles, or Achilles bursa, to an ill- 
fitting shoe. First exclude gonorrheal infection. 


The twisting of the pedicle of a small ovarian cyst 
may simulate both the symptoms and the signs of 
attacks of appendicitis. 


The history of a discharge from an ear appearing 
a few days to a few weeks after the beginning of a 
slowly developing deafness in that ear, unaccom- 
panied at any time by pain, is suspicious of tuber- 
culous otitis media. 


Severe and repeated headaches may be due to the 
unsuspected presence of otitis media, with or without 
mastoiditis. 


Attacks of abdominal pain preceded by “rum- 
bling” of the bowels is suggestive of some obstruc- 
tive condition. 


Do not empty a thyro-glossal cyst by aspiration 
before extirpating it. It is well to inject the cavity 
with a methylene blue solution first, in order to 
make sure that all parts of the cyst wall will be 
extirpated. Another method is to first’empty the 
cyst and then fill it with paraffin. 


For a single intravenous infusion, as to combat 
the shock of hemorrhage, it is not essential that the 
solution contain any of the blood salts but the most 
abundant one—sodium chloride. For repeated in- 
fusions, however, as sometimes used in treating vari- 
ous toxemias, it is better to employ also the other 
salts, the solution being made of sodium chloride 
0.9, potassium chloride 0.03, calcium chloride 0.02, 
water I00. 


When performing amputation, arthrectomy, oste- 
otomy or similar operation it is wiser to leave the 
constrictor in place until the dressing is partly, or 
entirely, applied, than to remove it after tying the 
large vessels, in an effort to secure the small ones. 
In the former case the snugly applied dressing will 
safely prevent hemorrhage; in the iatter case, there 
may be an alarming loss of blood from the numer- 
ous small vessels in the very time the efforts are 
made to tie them all. 
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Book Reviews. 


Chirurgie Oto-Rhino-Laryngologique. (Surgery of the 
Ear, Nose and Larynx.) By Grorces Laurens, Se- 
nior Assistant in Oto-rhinological Department of the 
Paris Hospital. Two volumes; quarto; 976 pages; 
470 illustrations. Paris: G. STEINHEIL, 1906. 

In this volume of nearly one thousand pages the author 
describes in detail all the classical operative procedures 
upon the ear, nose and throat, as they are practised in the 
Paris Hospital. They are those which in his experience 
of ten years have yielded the best results. The arrange- 
ment of the subject matter is such as to make the book a 
practical and handy work for the practitioner. References 
to the literature have been omitted altogether. The 470 
illustrations are chiefly original diagrammatic outline 
sketches of the successive steps of the various procedures. 

The book is divided into five parts: ear, nose, accessory 
cavities, pharynx, larynx and trachea. In each part the 
opening chapter deals with the methods of examination; 
this is followed by a chapter on general treatment; the 
operations through the natural passages and the external 
operations are then considered. Each operation is discussed 
from the standpoints of anatomy, indications, instrumen- 
tarium, technic, after-treatment, results and statistics. 

In an introductory chapter the author deals with the use 
of electricity in diseases of the nose, throat and ear, and 
with anesthesia, asepsis and hemostasis. The use of com- 
pressed air and its accessory apparatus is not mentioned. 
The neglect of this agent throughout Europe appears strik- 
ing to American specialists. 

The author favors the use of the nasal douche and de- 
picts it in its most vicious form, 7. e., with the douche-can 
high above the head of the patient, a procedure which has 
long been abandoned in this country. The Asch operation 
for deviated septum, a distinctively American method, is 
described and illustrated at length, and the more recent 
developments in submucous resection are touched upon. 

The surgery of the larynx and trachea occupies about 
200 pages. The method of examining the trachea and 
bronchi by means of the Killian bronchoscope is elaborately 
described and illustrated, and is accorded the recognition 
in laryngology which the procedure certainly deserves. 


Uperative Surgery for Students and Practitioners. 
By Joun J. McGratu, M.D., Professor of Surgical 
Anatomy and Operative Surgery, N. Y. Post-Graduate 
Medical School; Surgeon to the Harlem, Post-Gradu- 
ate and Columbus Hospitals, New York. Srconp 
EpiTIon, Revisep. Royal 8vo; 628 pages; 265 illustra- 
tions. Philadelphia: F. A. Davis Co., 1905. Cloth, 
$4.50. Half morocco, $5.50. 


The second edition of this surgery is especially com- 
plete where it deals with the stomach and intestine. The 
primary object of the author is to combine a surgical an- 
atomy with an operative surgery, so as to bring these 
coordinate subjects simultaneously before the reader. To 
accomplish this aim a regional classification has been ad- 
hered to, each chapter consisting of two parts, one anatom- 
ical, the other surgical. Most of the well accepted opera- 
tions are described with a fair amount of detail, no attempt 
at critique being exercised. The chapter on hernia is par- 
ticularly full and clear. Minor operations also receive a 


proper amount of attention. By omitting repetition of self- 
evident technical details much space has been saved. The 
illustrations, though schematic and often crude, are readily 
understood; the plates are very well executed and are of 
much service. No mention is made of any operations on 
the lung, and spinal operations have received but a mini- 
mum of attention. On the whole, the book fulfils its pur- 
pose—to serve as a guide im operative courses on the 
cadaver, or as a ready means of reference before perform- 
ing an operation. 


Clinical Treatise on the Pathology and Therapy of 
the Disorders of Metabolism and Nutrition. By 
Pror. CARL von NoorvEn, Physician-in-Chief to the 
City Hospital, Frankfort a/M. Authorized American 
translation. Edited by BoaArpMAN ReeEp, M.D. Parr 
VII. Diabetes Mellitus. Being lectures delivered in 
the University and Bellevue Hospital Medical Col- 
lege, N. Y.—Herter lectureship foundation. 8vo; 211 
pages. New York: E. B. Treat & Co., 1905. Price, 
$1.50. 

Von Noorden’s “Diabetes Mellitus” presents the most 
recent views and reviews of the theories concerning this 
mysterious condition, from the pathological and chemical 
and therapeutic standpoints. It represents an attempt to 
establish—or reéstablish—a non-anatomic primary basis for 
the disease: pathologic changes in the organs being sec- 
ondary to chemical phenomena, and apparently not due 
directly to visible cell-change. Anatomical changes in 
pancreas, liver, muscles establish no more than a clue as 
to the seat of origin of the disturbance chemically. Von 
Noorden himself believes that instead of anomalies in the 
glycolitic process, there are anomalies in the formation of 
glycogen or in the diastatic process. 

Treatment occupies the larger part of the monograph. 
The non-medicinal is most important. The details given 
are too important to abstract, and too numerous. Von 
Noorden has decided views. The idea that alkaline treat- 
ment of diabetics excreting large quantities of acids is 
effectual, is hardly shared by the author. The fear of a 
rigid diet at the onset of treatment causing coma, he claims 
is much overdrawn. The use of opium as a regular thing 
in the treatment of glycosuria and diabetes is properly 
deprecated. 


The Blues (Splanchnic Neurasthenia). Causes and Cure. 
By Apert Aprams, A.M., M.D., F.R.M.S., Consult- 
ing Physician, Denver National Hospital for Con- 
sumption, Mt. Zion and French Hospitals, San Fran- 
cisco, etc. SEconp Epition. 8vo, 254 pages; 29 illus- 
trations. New York: E. B. Treat & Co., 1905. Price, 
$1.50. 

The author confessed to misgivings, when the first 
edition of this volume was published, that his splanchnic 
theory of neurasthenia would not be accepted by the pro- 
fession. That a second edition has been necessary in so 
short a time is an evidence that this theory has, at all 
events, made an impression. This edition has been in- 
creased by the addition of five new chapters in the appen- 
dix, on Massage of the Liver, Human Metabolism, Chem- 
ical Demonstration of the Action of the Sinusoidal Cur- 
rent, Testing Intraabdominal Tension, and Percussion of 
the Stomach, While the work is eminently of a personal 
character, it contains a large amount of valuable and sug- 
gestive material on the subject of neurasthenia. 
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Renal Decapsulation in Nephritis, with Report of a 
Case. H. Harris. Johns Hopkins Hospital Bulletin, 
December, 1905. 


After mentioning the contradictory results obtained by 
experimental investigators, the writer states that the clini- 
cian will be the one to decide whether or not decapsula- 
tion is of value. The case reported is that of a man of 
twenty who for several months was treated for a chronic 
parenchymatous nephritis, characterized by general ana- 
sarca, fluid in the serous cavities, and scanty urine with 
albumen and many casts. Medical and dietetic measures, 
repeated tapping of the abdomen, etc., proved of but par- 
tial and temporary value. Both kidneys were decapsu- 
lated and from that time on a steady improvement has 
taken place. Now, sixteen and a half months after opera- 
tion, the general condition is excellent, all edema and ef- 
fusion have disappeared, the daily output of urine and of 
urea has increased, albumen is present only in traces and 
casts are only exceptionally found. Careful and repeated 
urinary examinations are of value in illustrating the pro- 
gressive improvement. 


Avulsion of the Terminal Branches of the Trigeminal 

j Nerve, for the Cure of Trifacial Neuralgia. 
Ernest Lapiace. New York Medical Journal and 
Philadelphia Medical Journal, December 9, 1905. 


The failure in many operations for trifacial neuralgia 
is due to the fact that regeneration of the nerve takes 
place, across the narrow excised portion. Laplace con- 
ceived the idea, that if he could devise a method by which 
the entire nerve, even to its most peripheral branches, 
could be avulsed, the possibility of this regeneration could 
be obviated. After much experimentation in the dissect- 
ing room, he has succeeded, and the methods is as follows: 
After exposure of the nerve, the latter is caught in a spe- 
cial curved hemostatic forceps; the forceps is now gently 
turned from left to right, winding both proximal and 
peripheral parts of the nerve upon itself; this must be 
done so slowly that a single turn of the forceps will re- 
quire two minutes; the nerve gradually yields, and the 
winding is kept up until it breaks. It takes from twelve 
to twenty minutes to obtain this result. Laplace has op- 
erated on four patients by this method, and up to the pres- 
ent there have been no recurrences. Illustrations are given 
showing how completely a nerve and its branches may be 
removed. 


A Few Remarks on the Treatment of Puerperal In- 
fections. RupotpH Wueser Hotmes. New York 
Medical Journal and Philadelphia Medical Journal, 
December 9, 1905. 


Holmes arrives at the following conclusions: 1. Prac- 
tically the battle against puerperal infections is won by 
an adequate system of asepsis and antisepsis. True auto- 
infections rarely arise, and usually are not of serious por- 
tent. 2. It is no more possible to operate aseptically, with- 
out skilled assistants, in obstetrics than in general sur- 
gery; to properly conduct an operative case requires a full 
quota of assistants. 3. Puerperal infection is not a spe- 
cific disease. Diverse types of microorganisms may be the 
etiological factors, and any part of the parturient canal 
may be the seat of infection. 4. To treat locally a thermal 
condition of the puerperium without a clear positive knowl- 
edge of the seat of infection should be characterized as an 
obstetric crime. 5. At the present time, there is absolutely 
no method of adequately reaching the offending germs in 
the uterine submucosa or submuscularis. The curette can- 
not discern the locality of the retained remnants of secun- 
dines; the finger alone can ascertain this; a placental for- 
ceps more easily, more certainly, and with infinitely greater 
safety, can remove them, under guidance of the finger. 
6. It is a grave error to neglect digital revision of the uterus 
after any instrumentation for the purpose of cleaning the 
uterine cavity. 7. Nature, by supplying the reaction zone 
of Bumm, offers the surest safeguard to the woman; puer- 


peral infections demand the same rest for the uterus as 
inflamed parts elsewhere require rest. 8. The danger of 
shreds in the uterus is greatly overestimated as regards 
their réle in infections. 9. Active operative measures en- 
danger the life of the woman doubly or trebly to the ex- 
tent the expectant plan does. to. The use of saline purges, 
administration of ergot, hydrastis, etc., removes much of 
the danger, or necessity for active therapy; in a day or 
two the danger is often past, for, like a baby, the lying-in 
woman is subject to evanescent febrile elevations. 


Two Operated Cases of Rupture of the Liver. Also 
a Contribution to the Etiology of Rupture of 
the Esophagus. (Zwei Opcrierte Falle von Leber- 
ruptur. Zugleich ein Beitrag sur Aetiologie des 
Oesophagusrupturen.) THotr. Deutsche Zeitschrift 
f. Chirurgie, Bd. So, Heft 1 and 2, 1905. 


The high mortality (61 per cent.) of this condition is 
largely due to uncertainty in diagnosis, which necessitates 
a long expectant period. Laparotomy is then undertaken 
so late that the primary loss of blood cannot be recovered 
from. The general symptom of shock, not improving 
within about three hours after the injury, decrease of 
liver dulness (due to local dilatation of the colon), and 
marked local rigidity of the abdominal wall (an uncertain 
symptom) are sufficient to require interference. 

Case I., a healthy soldier, was knocked down by a severe 
blow in the left hypochondrium received from the pole of a 
wagon. Shock, subnormal temperature, pain on respira- 
tion, vomiting of small quantities of fluid, marked decrease 
of liver dulness and abdominal rigidity, developed. Three 
hours later the liver dulness had increased _again, pulse 
was stronger, but the other symptoms persistéd, especially 
the rigidity. Laparotomy (median incision from xyphoid 
to umbilicus, transverse cut one finger breadth above mar- 
gin of ribs toward right mamillary line) showed a very 
large tear of the left lobe of the liver. Three heavy cat- 
gut sutures, passed by means of a silver probe, united the 
injury; small drains and layer suture of the abdominal 
wall. Recovery. 

Case II., strong, healthy man, fell under a heavy wagon, 
the wheels passing across his back. Marked shock, no 
great local tenderness, liver dulness decreased. Three 
hours later laparotomy was performed, as the symptoms 
had increased in intensity. Abdomen full of blood, a large 
tear in the quadrate lobe exposed, after compression of 
the aorta above the coeliac axis had temporarily controlled 
the bleeding. Suture with two heavy strands of catgut, 
tamponage of a cavity in the Spigelian lobe. At the end of 
the second day the temperature rose to 104° and liver dul- 
ness had completely disappeared. Reopening of the wound 
showed only great dilatation of stomach and colon. 
Autopsy revealed a longitudinal rupture of the esophagus 
where this tube crosses the spine; a posterior mediastinitis 
and rupture of the abscess into the pleural cavity were 
the immediate cause of death. The author concludes: 1. 
The collapse symptoms referable to the automatic centers 
—small rapid pulse, cold extremities, pallor, etc.—are of 
greater importance than those referable to organs under 
cortical control. 2. Improvement of the pulse (slower 
rate, fuller volume) does not exclude internal hemorrhage. 
3. In spite of large hemorrhages the liver dulness need not 
be increased; sometimes it is enlarged downward; the 
blood may be spread among the coils of intestine. 4. The 
position assumed by the patient, not the location of the 
injury, will determine the site of the effusion of blood. 
5. The decrease in liver dulness in the two cases reported, 
was due to tilting of the liver on a transverse axis by the 
dilated transverse colon (traumatic palsy and dilatation). 
6. The mechanism in these cases was a slowly acting but 
powerful pressure causing both a smooth tear by indirect 
bending of the liver edge, and crushing by direct pres- 
sure. 7. Langenbuch’s incision (median incision with a 
transverse cut above the free border of the ribs, joining 
the first cut at an obtuse angle) assures great exposure and 
does not increase the danger of hernia, Compression of 
the aorta controls the hemorrhage until the rupture is 
located,—either manual pressure or pressure by means 
of Dahlgren’s instrument can be used. Suture clean tears, 
tampon shot wounds or crushed tissues. The tampon 
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should not be drawn out in a downward direction or it 
will compress the stomach. Poor condition of the patient, 
very friable tissues, inaccessible location, require tampon- 
age instead of suture. The esophageal rupture in Case II. 
was due to bursting from the sudden expression of the 
stomach contents into the smaller esophageal tube. The 
patient was not hindered from swallowing and failed to 
vomit fresh blood. 


Rupture of the Intestine. F. B. Lunp. Boston Med- 
ical and Surgical Journal, November 30, 1905. 


Rupture of the intestine by blows is due to the im- 
pinging of coils of gut between the relaxed abdominal 
wall and the vertebral column or bony wall gf the pelvis. 
Ruptures are more liable to occur from blows below the 
umbilicus than above, probably because the pelvis offers 
more counter-support than the vertebral column. The 
etiology in the nineteen cases which Lund reports, is in- 
teresting, and may be classified into four groups: four 
cases were due to injury by a piece of wood, thrown from 
a buzz-saw; the second group of four cases followed 
blows on a hernia; here the conditions are such that 
even slight blows may be sufficient to rupture the intes- 
tine. The third class of cases comprised kicks by horses; 
of these there were three cases. The fourth group in- 
cludes five cases and the injuries were due to falls from 
heights. These are particularly serious cases, because 
the mesentery is frequently torn as well as the intes- 
tines. The diagnosis of rupture in the early stages is 
a very difficult one, and the surgeon should not be mis- 
led by the feeling of well-being on the part of the pa- 
tient. The etiology should be strongly taken into con- 
sideration, and it is far better to perform early laparot- 
omy in suspected cases, than to wait for definite symptoms 
of peritonitis to develop, at which stage the patient’s 
chances of recovery are very slim. In dll 19 cases, the 
rupture was in the small intestine, and usually over the 
site of the blow. Lund advises incision over this site, 
if it can be determined, not only because better access can 
be made to the site of rupture, but also because any hema- 
toma of the abdominal wall that may have developed, may 
be drained. In one case, the patient died because a sub- 
peritoneal hematoma became infected and ruptured into 
the peritoneum. Of the 19 cases, 8 recovered, all of them 
operated upon in the first 15 hours. . 


Treatment of Actinomycosis and Blastomycosis with 
Copper Salts. A. D. Bevan. Journal American 
Medical Association, November II, 1905. 


This report is based on the observation of agriculturists 
that the copper salts, especially the sulphate, are highly de- 
structive to the ray fungus occurring on grain; and upon 
the recent work of the destructive action of minute dilu- 
tions of copper sulphate on alge and microorganisms in 
reservoirs. While the author has been well satisfied with 
the results obtained by the use of iodides and the x-ray 
in local actinomycosis, the results in general abdominal 
and lung infections have been unsatisfactory. On the 
other hand, the use of the copper salts in the few in- 
stances in which he has tried them, have been highly satis- 
factory. Bevan begins with a dose of about one-quarter 
grain of copper sulphate three times daily, gradually in- 
creasing the dose to one grain. He cites French authori- 
ties to show that in these doses the drug can be used 
many months without deleterious effects. In abdominal 
cases, the author employs, in addition, colonic irrigations 
of a one per cent. solution. He believes that some day 
both drugs, copper and the iodides, will be used in these 
diseases, in the same manner as mercury and iodides are 
used in syphilis. 


Late Toxic Effects of Anesthesia. H. D’Arcy Power. 
Pacific Medical Journal, November, 1905. 


Many surgeons are willing to limit deaths from anes- 
thesia to those which occur only on the table. Power 
calls attention to the fact that the toxic effects of both 
chloroform and ether sometimes prove fatal even many 
days after the operation. The effects of ether are shown 


in the occurrence of post-operative pneumonia; while those 
of chloroform are evidenced by profound fatty degenera- 


tion of the liver. The symptom-complex of this latter 
condition consists in vomiting, restlessness, delirium, con- 
vulsions, coma, Cheyne-Stokes respiration, cyanosis, ic- 
terus of varying degree. It usually terminates in death. 
As by-products of this toxemia, acetone, diacetic acid and 
beta-oxybutiric acid are found in the urine. Chloro- 
form is therefore essentially contraindicated in conditions 
that may favor the development of this toxemia, such as 
diabetes, starvation, sepsis, hemorrhage, fatty degenera- 
tions and lesions of the liver. These facts furnish addi- 
tional arguments against the general employment of chlo- 
roform, and against the use of this anesthetic in prolonged 
operations. 


Abscess of the Spleen in Enteric Fever. Arcuisatp 
W. Harrincton. Lancet, November II, 1905. 


Harrington reports two cases; the first was diagnosed 
only on the post-morten table; but in the second a posi- 
tive diagnosis was made, and a successful operation per- 
formed. This case occurred in a man 33 years of age, who 
ran an uneventful course to the 23rd day. On the 31st 
day a relapse occurred which gradually subsided. On 
the 58th day the patient complained of severe pain in the 
left hypochondrium, the temperature rose to 102° F., and 
a marked resistance was noted in the region of the spleen. 
The fever and pain continued until two days later, when 
a distinct swelling was noted beneath the left costal bor- 
der, which was markedly tender. Resection of the 12th 
rib was performed and an abscess in the lower part of 
the spleen was aspirated and drained. The patient made 
an uneventful recovery, with the exception that an osteo- 
myelitis of the right femur developed two months later, 
and was successfully operated upon. In both infections 
the staphylococcus and streptococcus were isolated. 


On the Value of Spinal Analgesia in Shock; a Study 
in Surgical Physiology. JonatHan M. Warnwricht. 
Pennsylvania Medical Journal, November, 1905. 


This very thorough and painstaking study was _ insti- 
tuted with the idea of preventing shock in cases of crush- 
ing injuries of the extremities demanding amputation. 
The author has evidently been discouraged by the results 
of primary or secondary amputation in these cases. The 
experiments were based on the observations of Crile, who 
demonstrated that shock was caused mainly by overwhelm- 
ingly irritating nerve impulses, which ultimately lead to 
exhaustion of vasomotor centers and consequent low 
blood pressure. Wainwright therefore argued that if 
these impulses could be prevented from reaching the higher 
centers of the brain, the cause of shock could be removed. 
This interruption, he thought, could be obtained by the 
injection of cocaine, or better stovaine, because it is less 
toxic, into the spinal canal. The author demonstrated, by 
experiments on dogs, that his reasoning was correct; and 
that mutilations and crushing injuries on the extremities 
could be produced in these animals without any effect on 
the blood pressure, if spinal analgesia was first effected. 
Moreover, if the extremities were first crushed, and sec- 
ondary amputation was done under spinal analgesia, the 
primary shock was nullified and the animal recovered with 
no diminution in blood pressure whatever. The author 
derives the following conclusions from his study: 1. Ether 
and chloroform are much more dangerous than has for- 
merly been supposed. In many cases of shock ether or 
chloroform will cause death even without an operation. 
They should not be given where local or regional anes- 
thetics are at all practicable. 2. Spinal analgesia, consid- 
ering the class of cases in which many use it, probably 
does not have any higher mortality than general anes- 
thesia. If done carefully, with recent modifications (the 
addition of adrenalin and the substitution of stovaine 
for cocaine) it is not more dangerous than ether or chlo- 
roform. 3. Under certain conditions, when local or re- 
gional anesthesia is impracticable, amputations in condi- 
tions of shock, or severe operations causing shock, can 
be more safely performed under spinal analgesia than by 
general anesthesia. 4. While spinal analgesia will prob- 
ably never be so developed as properly to become a routine 
method, it is still important that every surgeon will see 
from time to time cases that can be saved only by its use. 
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The Importance of Spinal Analgesia in the Diagnosis 
and Treatment of Diseases of the Anus and Rec- 
tum. (Die Bedeutung der Spinalanalgesie fiir die 
Diagnose u. Therapie der Erkrankungen des Anus u. 
Rektum.) F. Zentralblatt f. Chirurgie, 
No. 44, November, 1905. 


The observations date from 560 spinal analgesias, of 
which 79 were were made for anal or rectal operation. In 
no other method of anesthesia is involuntary defecation 
so frequent, this being due to the paralysis or relaxation 
of the sphincter. Consequently work and sight for all 
operations on or just above the sphincter is greatly facili- 
tated, hemorrhoids become prominent, and this method 
can be used for diagnosis of obscure rectal conditions. 
‘Three incarcerated herniz (two inguinal, one femoral) 
spontaneously reduced after the injections had been made 
as a preliminary to herniotomy. 


Appendicitis and Typhoid Fever; Para-Typhoid Ap- 
pendicitis of Dieulafoy. (Appendicite et Fitvre Ty- 
phoide, Appendicite Para-Typhoide de Dieulafoy.) 
PerroNE. Revue de Chirurgie, No. 11, 1905. 


Dieulafoy in 1896 said that there were two varieties of 
appendicitis in combination with typhoid fever. In the 
first, there is a typhoid ulcer in the appendix and the re- 
sult is similar to a typhoid perforation of other parts of 
the gastrointestinal tract. The second is a true appen- 
dicitis occurring in a typhoid patient—this Dieulafoy called 
“paratyphoid” appendicitis. Perrone had the opportunity 
of examining three cases of this latter variety both bacte- 
riologically and histologically, finding the ordinary lesions 
of acute appendicitis. The clinical course is too extensive 
to permit of review. In the last case the patient was op- 
erated upon for perforation, but none found. The only 
abnormality was a few flakes of fibrin near the lower end 
of the ileum. Five months later a repetition of the symp- 
toms led to a second laparotomy at which acute appendi- 
citis was unmistakably discovered. The author concludes 
that, as above mentioned, there are two types of appendicu- 
lar affections seen during the course of typhoid fever— 
the one a true typhoid ulceration due to the bacillus of 
Eberth, the other an ordinary intercurrent appendicitis 
etiologically referable to the other bacteria usually found. 
This last variety is more common than is ordinarily sup- 
posed. If the appendicitis is typical, the diagnosis is read- 
ily made; if its onset is insidious or its course atypical it 
is apt to be confounded with a perforation. Dieulafoy 
says that in perforation the temperature usually falls, in 
appendicitis it rises. Either diagnosis once made, prompt 
intervention is indicated. The appendicitis is not as seri- 
ous a complication as the perforation. In very sick pa- 
tients local anesthesia can be used. 


The Management of Certain Critical Cases of Intes- 
tinal Obstruction, with Report of Cases. J. W. 
Exxiotr. Annals of Surgery, November, 1905. 


In intestinal obstruction enterectomy has shown a mor- 
tality of 50 per cent. or higher. The diseased condition of 
the gut, the foulness of the stagnant fecal contents, and 
the hyperperistalsis or complete atony following the opera- 
tion, account for the lack of success of suture or button 
methods. The author has devised a modification of the 
operation in two sittings proposed and used by Mikulicz. 
The tumor is enucleated, glands are removed and when 
the tumor is freed the loop of intestine is drawn out of the 
abdominal wound. The peritoneal cavity is walled off with 
gauze, the lower, efferent bowel is clamped and cut off. 
The mesenteric borders of the afferent and efferent gut 
are united by suture to facilitate the subsequent closure 
of the artificial anus; both pieces of intestine are then 
stitched to the peritoneal surface. The wound is closed 
as much as possible, the upper, distended gut is clamped 
and the tumor cut away. If there is no urgency the clamp 
is left in place for several hours to give the peritoneal 
surfaces time to adhere. If relief is immediately neces- 
sary, the wound is protected with gauze and the clamp 
removed. Three cases successfully operated upon by this 
method are reported—one for adenocarcinoma of the sig- 


colon, the last for gangrene of the small intestine due to 
thrombosis of the mesenteric artery (an anterior gastro- 
jejunostomy had been performed 20 days previously). To 
prevent malnutrition resulting from the high jejunal fis- 
tula the intestinal contents were caught and about five 
minutes later (to permit the bowel to quiet down) in- 
jected into the lower bowel with a rubber catheter and 
syringe, half an ounce at a time, slowly and at intervals, 
and the patient’s nutrition sustained. The closing of the 
artificial anus is a small operation, which does not re- 
tard the convalescence. 


The Treatment of the Duodenal Stump in Resections 
According to Billroth’s znd Method. (Zur Be- 
handlung des Duodenalstumpfes bei der Resektions- 
methode Billroth IJ.) C. Brunner. Zentralblatt f. 
Chirurgie, No. 47, 1905. ; 


Borrmann has shown that pyloric carcinoma does not 
always confine its advance to the stomach, and hence part 
of the duodenum may have to be sacrificed. This short 
duodenal stump is difficult to invert and close securely. 
Abscesses, or even leakage into the free peritoneal cavity 
with fatal peritonitis, have been frequently recorded. (The 
author quotes cases from the clinics of Czerny and 
of other Continental surgeons.) To avoid this dangerous 
complication Brunner sews the closed stump etraperi- 
toniqlly into the upper angle of the wound. If the — 
is too short to reach to the anterior abdominal wall, 
mobilizes the parietal peritoneum and thus is still able 
to “extraperitonialize” the duodenal end. With the ex- 
ception of a few small stump abscesses and slight fistu- 
lous discharge which retarded the wound healing, no 
serious abdominal complications developed in the eight 
cases treated by this method (one died of pneumonia). 


The Direct Fixation of Fractures. Jonn B. Roberts. 
New York Medical Journal and Philadelphia Medical 
Journal, November 18, 1905. 


In cases where displacement occurs which cannot be 
remedied by ordinary means, Roberts has been in the 
habit of obtaining fixation by the use of nails. The ordi- 
nary wire nails may be used, but better still, the author 
has devised a fracture nail in the form of a sharply pointed 
surgical drill. This can be grasped by a special holder, 
so that it may be thrust through the skin and muscles till 
it strikes the bone, when it is driven inward by a hammer; 
when healing has taken place it may be easily removed 
with a strong forceps. In some cases free incision to the 
site of fracture may be avoided and the nail applied through 
the skin, or, by a small “transcutaneous incision.” This 
method is to be employed only when the character of the 
fracture is clear, and when the nail can be driven with 
safety through the overlying skin. Where nails cannot be 
used, staples are employed. The staples are adjusted by 
first drilling holes for the points and then driving the 
staples down with a hammer. The staples should be broad, 
and the ends should overlap slightly the legs of the staple, 
so that opportunity may be given for tilting with forceps 
or elevator when it is removed. Sometimes several staples 
are necessary to hold a comminuted fracture together. 


Operative Treatment of Old Fractures at the Lower 
End of the Radius. Howarp A. Laturop. Boston 
Medical and Surgical Journal, December 7, 1905. 


Lathrop arrives at the following conclusions:—1. Frac- 
tures at the lower end of the radius are very common 
lesions. As a result of neglect on the part of the patient, 
or oversight or otherwise on the part of the physician, the 
final result is frequently unsatisfactory, either from the 
standpoint of function, or appearance, or both. 2. Ap- 
propriate treatment applied early should give as good a 
result as could be obtained in any given case; therefore, 
subsequent operation is not indicated. 3. In cases where 
the final result is not satisfactory, surgical intervention 
of some sort is usually indicated. 4. During the first three 
weeks whatever union has taken place can usually be 
broken up by manipulation under an anesthetic and suit- 
able apparatus should be applied as for a recent fracture. 


moid, the second for gangrenous intussusception of the 5. After the third or fourth week the best results are ob- 
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tained by means of an osteotomy in the line of fracture, 
followed by trea*ment appropriate for a recent fracture. 
6. In fractures which have existed for from two to six 
months osteotomy should always improve the position and 
frequently improves the function, although special con- 
sideration should be given every case. 7. After the ex- 
piration of six months it is more difficult to correct the 
deformity. The backward and upward displacement of 
the lower fragment can always be overcome, but the cor- 
rection of the lateral disp:acerhent is more difficult and 
usually requires an osteotomy of the ulna. The function 
is rarely improved at this time. Hence, interference should 
be limited to selected cases. ¢ 2 ra 
The Treatment of Perforations he Tympanic Mem- 
brane, with Especial Referénce to the Use of 
Gutta-Percha Tissue. Davin G. Gates. * Medical 
Record, November 11, 1905. 


Perforations of the drum due to concussion or basal frac- 
tures usually heal spontaneously in a few days. On the 
other hand, perforations resulting from actual puncture 
by foreign bodies, are slower in closing and more apt to 
become infected. If the perforation is small, and particu- 
larly if it is situated in the lower half, it is wisest to leave 
it alone. If, however, it is large and there is reason to 
believe, from the nature of the injury, that infection may 
take place, it is best to syringe the ear, inflate the middle 
ear and insert sterile gauze into the canal. If, after re- 
moving the gauze a few hours later, there is no pus and 
the field is clean, the perforation may be made to heal 
more quickly, by the application of a disc of tissue paper 
or sized paper or, better still, by the ordinary thin surgical 
gutta-percha. Under this plan of treatment the perfora- 
tion heals in from two to five days, and with less cicatrical 
contraction than if left to heal spontaneously. Perfora- 
tions due to otitis media and those which are discharging 
pus, should not be treated with gutta-percha. When the 
discharge has ceased, however, the gutta-percha may be 
applied. The edges may be stimulated -with silver nitrate 
before the application. In very old cases, the edges may 
be pared off in order to stimulate new growth. Perfora- 
tions which have existed for months may be thus healed 
in a few days. The technic of applying the gutta-percha 
is very simple :—after sterilizing in alcohol, a piece about 
twice as large as the perforation is applied on the end of 
a probe; the canal and drum must first, of course, be thor- 
oughly cleaned and mopped out. No adhesive material is 
necessary. 


Indications for the Abortive Treatment of Acute Gon- 
orrhea and a Discussion of the Best Methods. 
(Indikationen der Abortivbehandlung der akuten 
Gonorrhoe u. deren beste Methoden.) ZENzEs. Cen- 
tralblatt f. Harn u. Sexualorgane, No. 10, 1905. 


The author states that suitable cases for abortive treat- 
ment must not have passed the stage at which the gonor- 
rhea is still epithelial in character; i. e. those in which 
the gonococci have not penetrated beyond the epithelial 
lining of the urethra. Symptomatically this stage is 
evinced by slight tickling, or itching, a little serous or 
mucoid discharge, absence of inflammatory symptoms, and 
under the microscope, besides the numerous pus cells, 
many epithelia and gonococci chiefly extracellular in loca- 
tion. Marked inflammatory symptoms, thick pus, absence 
of epithelial cells, and numerous gonococci in the pus 
cells are contraindications. The period of incubation is 
no guide as to the probable efficacy or the desirability of 
employing abortive methods. The duration before treat- 
ment is likewise of uncertain value, for resistance to the 
organism and variations in virulence of the germs render 
all such arbitrary rules useless. Again, if a sensible treat- 
ment by large quantities of germicidal fluids does not cut 
short the disease, the final outcome is as good as by other 
methods. 

A 1: 1,000 albargin solution, reduced after a few days 
to. I :1,500, is employed. 100 ¢.cm. syringe, armed 
with a soft blunt rubber tip, is placed against the meatus, 
the glans being steadied with the fingers of the opposite 
hand and the urethra rapidly distended with fluid, which 
is at once allowed to run out. The sudden impact causes 


the bladder sphincter and the deep urethral muscles to 
contract energetically and reduces the number of com- 
plications, such as epididymitis. One-half liter of fluid 
is used at each session, repeated every twenty-four hours; 
sometimes the balsams were given internally in addition. 
After the first injection the discharge was increased for 
a few hours, but in successful cases it became scant, shiny 
and free from gonococci in two to four days. The usual 
tests by irritative injections of silver nitrate were used 
and the discharge examined for gonococci. Of 122 cases, 
61 were rapidly cured. 


Extragenital Soft Chancres. (Ueber extragenitale Ul- 
cera mollia.) Srepert. Medizinische Klinik, No. 
48, November, 1905. 


The author: reviews the literature, showing that very few 
cases have been reported, except such as were immediately 
within the zone of autoinoculation from the genitalia— 
anus, scrotum, inguinal fold. Of the cases reported at 
other sites, some were acquired by immediate contact 
(ofter perverse sexual acts), others by mediate transmis- 
sion (instruments, fingers, etc.). The case here noted was 
that of a phagadenic ulcer of the little finger, supposed to 
have originated from a wood splinter. The process was 
very resistant to treatment, was characterized by pain in 
the ulcer itself, not in the adjoining parts, rapid peripheral 
extension, undermined skin edges and a tendency to under- 
mine the skin and appear at a new and removed site. The 
Unna-Ducrey streptobacilli of soft chancre were found 
both in the spreads and in culture experiments upon rabbit 
blood agar. The treatment consists of daily applications 
of strong carbolic acid, especially into all nooks and cran- 
nies, or even of the actual cautery, and dusting with iodo- 
form or similar strongly antiseptic powders. Differentially, 
carcinoma, tuberculosis, ulcerating secondary syphilitic le- 
sions or degenerating gummata, must be considered. The 
glandular enlargements accompanying extragenital soft 
chancres are rarely as marked as those in the genital 
variety. 


(1) An Etiological Therapy of Syphilis. (Zur dtio- 
logischen Therapie der Syphilis.) L. Spritzer. Wiener 
Klinische Wochenschrift, No. 45, 1905. 

(2) Attempts at Active Immunization in Syphilis. 
(Versuche iiber aktive Immunisierung bei Lues.) 
BRANDWEINER. Do. 


i. Based upon the successful outcome of immunization 
in rabies Kraus attempted analogous experiments with 
syphilis. The author has tried similar methods on 15 
human syphilitics, waiting in each case until the lymphatic 
enlargement assured a positive diagnosis. The emulsion 
from human chancres was injected in a concentration of 
I :200 to 1:20, daily, for a varying number of times 
(11-20). Seven of the patients showed their exanthem 
after the usual period of incubation, the others either 
showed a much delayed eruption (after 3-4 months) or 
none at all. The involution of the lymph glands was rapid 
in all the cases. Spitzer is inclined to place some reliance 
in the method. 

(2) Brandweiner used material from chancres, lymph 
glands or papillomata lata, rubbed up in % per cent. car- 
bolic acid solution and normal saline solution for his in- 
jections. In three cases the patient’s own chancres were 
excised and used. The seven cases treated all showed 
secondary symptoms at the usual time and an unchanged 
course. He therefore regards the method as valueless. 


Treatment of Transverse Presentations, With Report 
of Case. Joun R. Hicxs International Journal of 
Surgery, December, 1905. 


Hicks places the patient in an exaggerated Trendelen- 
burg position and performs external version. This may be 
successful even after the labor pains have begun. The 
weight of the child against the fundus, the relaxation of 
the abdominal wall, and the release of intraabdominal pres- 
sure combine to afford the greatest amount of available 
intrauterine space. When the version has been completed, 
lateral pads and a firm bandage are applied until the pre- 
senting part has become firmly engaged. 
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